Clarifying the role of context in doctor-patient communication by Essers, G.T.J.M.
PDF hosted at the Radboud Repository of the Radboud University
Nijmegen
 
 
 
 
The following full text is a publisher's version.
 
 
For additional information about this publication click this link.
http://repository.ubn.ru.nl/handle/2066/127233
 
 
 
Please be advised that this information was generated on 2017-03-10 and may be subject to
change.
 Clarifying the role of context in 
doctor-patient communication 
    
 
             
 
 
  
 
 
  
 
 
Clarifying the role of context in  
doctor-patient communication. 
 
 
 
Geurt Essers   
 
 
 
 
 
 
 
 
 
 
 
 
Clarifying the role of context in doctor-patient communication 
G.T.J.M. Essers 
Radboud UMC Nijmegen, 2014 
 
This thesis was financially supported by SBOH, Utrecht, The Netherlands 
 
ISBN 978 9088918483 
 
Cover: Camiel Essers / Geurt Essers 
Printed & Lay-out by: Proefschriftmaken.nl || Uitgeverij BOXPress 
Published by: Uitgeverij BOXPress, ‘s-Hertogenbosch 
 
 
© Geurt Essers, 2014 
No part of this work may be reproduced in any form, by print, photo print, microfilm or otherwise, without prior 
written permission of the author. 
Niets uit deze uitgave mag worden vermenigvuldigd en/of openbaar gemaakt door middel van druk, fotokopie, 
microfilm of welke wijze dan ook, zonder schriftelijke toestemming van de auteur.  
 
 
Clarifying the role of context in  
doctor-patient communication. 
 
Proefschrift 
 
 
ter verkrijging van de graad van doctor 
aan de Radboud Universiteit Nijmegen 
op gezag van de rector magnificus prof. mr. S.C.J.J. Kortmann, 
volgens besluit van het college van decanen 
in het openbaar te verdedigen op dinsdag 10 juni om 12.30 u precies 
 
 
door 
 
 
 
Gerardus Theodorus Jozef Maria Essers 
Geboren op 7 januari 1955 
te Helmond  
 
 
Promotoren 
Mw. prof. dr. A.M. van Dulmen 
Dhr. prof. dr. C. van Weel 
Dhr. prof. dr. C.P.M. van der Vleuten (UM) 
 
Copromotor 
Mw. dr. A.W.M. Kramer 
 
Manuscriptcommissie 
Dhr. prof. dr. W.J.J. Assendelft (voorzitter) 
Mw. prof. dr. J. de Graaf 
Dhr. prof. dr. J. Goedhuys (Catholic University Louvain, Belgium) 
 
 
 
 
 
 
 
 
 
 
 
Paranimfen 
 Mw. drs. B.L.M. Lovendaal 
 Dhr. drs. H.A. van den Hoeven 
7 
 
 
Contents 
 
Chapter 1 Introduction 9 
Chapter 2 Mixed messages in learning communication skills? 23 
 (accepted for publication in Medical Teacher 2012) 
Chapter 3 Identifying context factors in GP communication  39 
 (published in BMC Family practice 2011) 
Chapter 4 Impact of taking context factors into account on rating GP communication 57 
(published in BMC Family practice 2013) 
Chapter 5 Context factors in GP trainee consultations 75 
(published in Patient Education and Counseling 2013) 
Chapter 6 How do trained raters take context into account when assessing 
communication? 97 
 (submitted) 
Chapter 7 General discussion 115 
Chapter 8 Summary 129 
Samenvatting 137 
Dankwoord 147 
About the author 151 
  
 8 
 
  
Introduction 
9 
 
Chapter 1 
Introduction 
  
Chapter 1 
10 
 
  
Introduction 
11 
 
Introduction  
Communication between doctors and patients has been studied extensively1-5. 
Communication is important for all doctors, especially for general practitioners who are to a 
large extent dependent upon communication abilities for delivering good care. Various models 
for doctor-patient communication have been described in the past decades, in order to capture 
its essential elements and to transfer this knowledge to clinical training and practice6-9. For this 
purpose, several communication and interactional skills were drawn from the social sciences, 
mainly psychology and psychotherapy, and incorporated into the existing medical consultation 
models6,10,11. The generic nature of these skills, however, does not tell the whole story of effective 
communication required in the clinical setting. Despite the fact that the efficacy of the respective 
skills has been demonstrated in various studies6-10,12,13, in training, medical students and 
specialty trainees1 often comment: “Yes, but, in practice, it does not work that way!”. From a 
scientific viewpoint, the experienced discrepancy between theory and practice calls for further 
investigation. 
In the past few years, several researchers have pointed out that context factors influence 
communication in health care1,14,15. This is in line with findings stating that people’s seemingly 
characteristic ‘trait’ behaviour is often mainly determined by the specific context in which that 
behaviour is demonstrated16. Maybe, by looking more closely into the context of daily clinical 
practice, in which communication skills need to be applied, an explanation can be found.  
These considerations have led to the central aim of this thesis: to investigate how doctor-
patient communication is affected by the context in which the communication takes place. We 
also aimed to investigate what the implications are if the context is (or is not) taken into account 
in the assessment of communication skills during everyday clinical practice. In this general 
introduction, we will first discuss the background of our study and present our main research 
questions. After that, we will present the outline of the thesis.  
 
Rationale of the study 
Communication in medical consultations 
Effective doctor-patient communication is generally acknowledged as a key factor in good 
health care17,18. Communication is an essential means in establishing a trusting and effective 
collaborative relationship with patients and thus, in delivering care effectively2,7,13,19-22. 
                                                          
1
 In this thesis we use the word ‘trainee’ to refer to the person who is a doctor in a postgraduate specialty training, learning to 
become a medical specialist. ‘Trainee’ equals the term ‘resident’ (which is commonly used in the United States) and 
‘registrar’ (which is mostly used in the United Kingdom). 
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Communication is therefore generally viewed as a powerful diagnostic and therapeutic tool that 
the doctor has at his disposal.  
The effects of good communication on health care outcomes have been shown in various 
studies, on patient safety23,24, decrease in prescription25,26, clinical outcomes27-30, adherence31-33, 
and patient satisfaction34,35. Research shows that patients value being listened to36; they find it 
important that their doctor knows them; and that he or she communicates with them 
accordingly37. Good doctor-patient communication strengthens the trusting working 
relationship between the doctor and his or her patients37. 
Many of these studies have been done within the General Practice setting, in which both 
doctor and patients value a good relationship. For general practitioners (GPs), person-
centeredness has been a guiding concept for many years38. Person-centred communication, 
however, by definition varies depending on the individual patient and the circumstances39. The 
GP will need to look at the person who is presenting the problem in order to adapt the 
communication to the individual needs and capacities of the patients under his care38. Adequate 
communication skills training and assessment, therefore, is of great importance. 
 
Communication skills training in medical education 
Being at the centre of the medical profession, it is relevant for all young doctors to learn to 
use their communication skills knowledgably as a tool when working with patients. In 
undergraduate medical education as well as in various postgraduate specialty training 
programmes, therefore, communication skills training is an integral part of the medical 
curriculum40-42. Communication training consists of acquiring knowledge and practical skills that 
are essential to building and maintaining an effective working relationship in the medical 
setting. For this, medical professional boards in various countries have defined doctor-patient 
communication as a set of competencies and endpoints that the learner needs to attain18,43. 
There, communication skills are described in terms of basic, generic skills that are needed to 
perform the necessary communicative tasks in the consultation6,7. However, it is often not 
exactly clear which skill needs to be applied in which way or to what extent, in order to achieve a 
goal in a certain specific context. Currently, in undergraduate medical education, communication 
training programmes are integrated with the medical content of the subsequent clerkships, in 
order to help students to feel prepared for their communication tasks in daily practice44. 
Although the importance of communication skills is acknowledged for every discipline 
within medicine, general practitioners have had the longest tradition in actually incorporating 
communication skills training in their professional education7,45. Studies on communication 
skills training in GP Specialty programmes, however, show that communication guidelines may 
Introduction 
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be oversimplified46 and that, for learning communication skills, the unique context of the 
specialty training should be taken into account47. 
Despite all efforts put into teaching communication skills in undergraduate and 
postgraduate medical education, the effects of communication training on actual communication 
performance appear to be somewhat limited. Studies that were done to investigate the effects of 
communication training on performance in clinical practice show conflicting results44,48-52. 
Although many factors play a role in the efficacy of teaching communication skills, there seems 
to be a gap between the teaching and assessment of communications skills in medical education 
on the one hand, and the use and application of communication skills in daily medical practice 
on the other53-55. 
 
Transfer to the workplace 
For many learners, the difference between the world of communication skills training in the 
classroom and that of daily practice in the workplace may be too large. Building on the social 
learning theory, one might say that, for learners, there is validity in the reasoning “if you don’t 
see it in daily practice, it’s not worth learning”56. Transferring communication skills from the 
classroom to the clinical environment, thus, is a challenge to both students and teachers53,54. 
Workplaces are important learning environments, as they provide many opportunities to put 
acquired skills from the classroom into practice57-59. However, the classroom context differs 
greatly from the clinical context of daily practice. In daily practice, there are real patients from 
very different backgrounds, with real diseases and unpredictable requests, and there is time 
pressure. Therefore, for learners, practice situations are very challenging60.  
Moreover, in clinical practice, the communication patterns of role models differ – to a 
greater or lesser extent – from what is taught in the classroom61,62. Experienced clinicians may 
have adapted their communication patterns to the demands of the workplace or to the specific 
context of everyday consultations63. Consequently, the way that communication is taught in the 
classroom may not be presented that way in daily practice. Moreover, if communication skills 
are assessed in everyday consultations in the same generic way as they are described in end 
points for medical education, a problem may arise. 
 
Communication assessment in the workplace 
In a study on the acquisition of communication skills in GP Specialty training, 
surprisingly, little effect was found of communication training programmes in everyday 
practice64. In Kramer et al’s study, 1st and 3rd year GP trainee communication performance in 
daily consultations was assessed using a widely accepted, generic communication assessment 
instrument (the MAAS-Global)65. The study showed that the mean score increased only slightly 
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at the end of the three-year training programme compared to the start. Moreover, no significant 
differences were found with a reference group of experienced GPs. According to the criteria of 
the MAAS-Global, the performances of both the trainees and the GPs were unsatisfactory. 
However, it is not so clear to what extent the unsatisfactory item scores equal unsatisfactory 
professional communication behaviour. 
In an invitational meeting following the presentation of this study, researchers and 
teachers in the GP Specialty training looked for explanations for the low item scores. 
Explanations were sought in the standard being too high for the context of general practice; in 
the fact that not all consultations were the same and that, therefore, there was not one 
unequivocal criterion for ‘good GP communication’; in the lack of transfer from classroom 
training to daily practice; in the lack of back-up training or role-modelling by the GP supervisors 
in the workplace; and in the characteristics of the assessment instrument66. In the end, there 
were more questions than answers. Is the communication skills training in the GP training 
programme that ineffective? Are the trainees not motivated to learn communication skills? Is the 
MAAS-Global not fit to be used in workplace assessment with that much variety in health 
problems? Or is it the intermittent period in the hospital setting and out of general practice 
detrimental to retaining communication skills64? 
The Kramer study has led to several follow-up studies39, 67-69. So far, however, a clear 
explanation is still lacking for the fact that GPs receive low performance scores on 
communication. Maybe the various situations presenting, with all kinds of patients occurring in 
daily practice, represent specific contexts in which the GP has to communicate differently. In one 
situation, the GP is confronted with a mother and a small child with smallpox and a slight fever, 
in another with an elderly man from an ethnic minority with multiple problems having trouble 
in coping with medication adherence, and in yet another situation with a young woman 
presenting with an extra-uterine pregnancy. These different situations urge the practitioner to 
skilfully vary the application of communication skills. It can be questioned if a generic 
communication assessment instrument can capture the specific way that communication skills 
need to be applied in those different contexts. That may be one of the reasons that generic 
communication skills are not always ‘seen’ in daily practice, or that their presence is judged to 
be ‘insufficient’. As effective communication is context-dependent1,14,15,70, a focus on context 
factors for communication could give more insight into the way that communication skills are 
seen (or not seen). It may also provide us with an explanation for low scores in communication 
performance assessment. However, these hypotheses have, as yet, not been investigated in 
depth. Therefore, the main questions of this thesis are: 
- what is the role of context in doctor-patient communication in everyday clinical practice?  
Introduction 
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- what are the implications of taking context into account in workplace-based assessment 
of doctor-patient communication? 
In five different studies, we have tried to gain more insight into the way that communication and 
context are interconnected. 
 
Objectives and outline of this thesis 
In this thesis, we aim to explore and clarify the relationship between doctor-patient 
communication and the context within which the communication process takes place. Two 
studies focus on communication in the context of daily clinical practice, one of which examines 
the practice of the GP. Two other studies address both communication and communication 
assessment of GPs and GP trainees in the workplace. The final study focuses on the role of raters 
in workplace-based assessment of communication. In chapters 2 to 4, we address the first main 
research question. In chapters 4 to 6, we address the second question.  
In chapter 2, we investigated communication training in undergraduate medical 
education. The context of the classroom, in which communication skills are taught, is compared 
to the context of clinical practice. This study aimed to identify more precisely what differences 
students perceive between role model communication behaviour during clerkships and the end 
points of formal communication skills training. The results of this study motivated us further to 
zoom in on the daily reality of the general practitioner (GP). Chapter 3 describes an exploratory 
study on context factors in GP practice related to daily doctor-patient communication. In order 
to identify how context factors could influence communication, we observed GP consultations in 
everyday practice and explored what context factors could explain the absence of generic 
communication skills. Chapter 4 focuses on the assessment of communication in everyday 
practice. There, we investigated whether item scores on a generic communication skills 
assessment instrument would change if context factors, found in chapter 3, were explicitly taken 
into account. 
The research described in chapters 5 and 6 turns to the context of the General 
Practitioner Specialty training. General practitioner trainees work in daily practice four out of 
five days a week. Building on the results of the previous studies, we focus in chapter 5 on the 
daily GP trainee consultations. We examined if the same context factors appear in GP trainee 
consultations as in GP consultations and, if so, whether taking these context factors into account 
leads to comparable results as it did for GP communication. In chapter 6, we invited GPs, trained 
as raters to assess the communication performances of GP trainees, to explicate their view on 
the influence of context factors on GP communication and on communication assessment. We 
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asked them to think aloud while rating videotaped consultations and interviewed them about 
which context factors affect GP trainee communication and how they take context into account 
when rating. 
Finally, in chapter 7, we discuss the overall results of our studies. There, we address the 
implications for further research and the significance of our findings for communication skills 
training and assessment, especially in the GP Specialty training. 
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Abstract 
Background  
Medical students learn professional communication through formal training and in clinical 
practice. Physicians working in clinical practice have a powerful influence on student learning. 
However, they may demonstrate communication behaviours not aligning with recommendations 
in training programs. 
Aims 
This study aims to identify more precisely what differences students perceive between role 
model communication behaviour during clerkships and formal training. 
Method 
In a cross-sectional study, data were collected about physicians’ communication performance as 
perceived by students. Students filled out a questionnaire in four different clerkships in their 
fourth and fifth year. 
Results 
Just over half of the students reported communication similar to formal training. This was 
especially true for students in the later clerkships (paediatrics and primary care). Good 
examples were seen in providing information corresponding to patients’ needs and in shared 
decision making, although students often noted that in fact the doctor made the decision. Bad 
examples were observed in exploring cognitions and emotions, and in providing information 
meeting patient’s pace. 
Conclusions 
Further study is needed on actual physician behaviour in clinical practice. From our results, we 
conclude that students need help in reflecting on and learning from the gap in communication 
patterns they observe in training versus clinical practice. 
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Introduction 
Physicians need adequate and effective patient-centred communication skills to achieve 
optimal health outcomes in patients 1,2. Medical students should acquire these skills during their 
training, parallel to medical knowledge and other medical skills. In the past few decades, the 
importance of communication skills has been acknowledged and medical schools now spend 
much time and effort on formal communication training. Evidently, communication skills can be 
effectively trained 3 and research has shown which methods work best 4,5.  
However, students not only learn about professional communication with patients 
during formal training in medical school but also in the context of clinical practice. This last 
context is so powerful as a learning  environment that it may trigger specific learning 
mechanisms 6,7. There is ample evidence that, especially in the field of learning communication 
skills, role models in clinical practice play a paramount role 7-9. In the transition to the uncertain 
context of daily practice, students may be inclined to focus on and act like the physicians that 
seem to function well in that environment. Bandura was one of the first to point out this form of 
social learning 10. In the eye of the observer, role models who have high status, prestige, power, 
warmth and/or sympathy enhance this form of informal learning.  
Moreover, everyday clinical practice offers students a more complicated context than 
formal training and confronts them with time constraints and real patients. Recent literature 
shows that such context factors influence communication  patterns 11-15. Although students value 
patient centeredness and want to learn about interactions with patients, in their encounters in 
clinical practice, their attention is focused on history taking and time management 16. Some 
studies even show that patient centeredness decreases over time: senior students have less 
patient-centred attitudes than more junior students 17,18. Both mechanisms – role modelling and 
attention focusing – have an impact on the transfer of communication skills from training into  
the context of clinical practice. As a consequence, communicating with patients in daily practice 
may seem very different for students from what they have practiced in their training sessions, 
and they may even not recognise the similarities.  
Considering the impact clinical teachers, as role models, have on student learning during 
clinical work 19-21, we need a thorough insight in what communication behaviour of clinical 
teachers students actually observe. If we want formal training to be optimally effective, it is 
relevant that students see good examples by clinicians who reinforce formal training. However, 
if this is not the case, transfer of communication skills may be hampered 22,23. Several studies 
have offered insight in students’ overall impression of communication skills demonstrated by 
their role models 7,18,24,25. All studies report both positive and negative role-modelling. However, 
little is known about the specific communication behaviours students perceive in their role-
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models in clinical practice. We, therefore, decided to study to what extent the specific 
communication behaviours, aimed at in formal training, are recognised by students in clinical 
practice during clerkships. Our research questions were: to what extent do students perceive the 
communication behaviour of their supervisors in clinical practice as similar to what they have 
been taught in communication skills training? Are there differences between the different 
clerkships in this respect? 
 
Methods 
Setting 
In the medical curriculum of the Radboud University Nijmegen Medical Centre, students 
follow a longitudinal training program in communication and consultations skills (C&C; see 
Figure 1). The medical curriculum consists of a 3-year bachelor and a 3-year master program. 
During the bachelor years, communication is discussed in a number of lectures and group 
sessions. The systematic communication skills training program intentionally starts relatively 
late: at the end of the third year (PCT-1), preceding the first clerkships in the fourth year. In the 
masters program, clerkships occur within a broader structure of ‘episodes’. Each episode 
includes 1–4 weeks of classroom-based preparation sessions, followed by one or more 
clerkships, and completed with one to two reflection weeks, and assessment. C&C skills training 
is extended throughout the fourth, fifth and sixth year in between, and alternating with 
clerkships. This schedule was chosen with the specific intention to consolidate the skills 
students have developed throughout the clinical period, and to teach students new skills during 
the full length of the program, hoping to bridge the gap between training and clinical practice 
better than before. For the communication skills training, students are divided into small groups 
of three or four, allowing every student to have their own practice turns and receive personal 
agenda-led feedback. The program starts with simple history taking, eliciting the medical 
problem as well as the patient context, and continues with consultations and communication 
difficulties, which can be encountered in clinical practice of various specialties and in primary 
care. The  biopsychosocial model is used for gathering person-centred context information  25.  
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Blue squares: thematic program, blocks of 4-week periods 
MPD: medical professional development 
CCS: communication and consultation skills 
PCT-1: Practical clinical training 
 
Order of episodes and clerkships 
Episode 1 introductory 2 weeks and internal medicine  
Episode 2 neurology and psychiatry 
Episode 3 surgery 
Episode 4 paediatrics  
Episode 5 gynaecology   
Episode 6 dermatology, ophthalmology and ENT 
Episode 7 primary and community care including public health and care for the elderly 
Episode 8 teaching 
Episode 9 research elective 
Figure 1. Medical curriculum of the Radboud University Nijmegen Medical Centre and Order of 
episodes and clerkships. 
Students learn to ask questions about the patient perspective covering the biological 
dimension (the patient’s own narrative of the symptoms), the psychological dimension with 
questions about cognitions (thoughts, attributions and expectations), emotions and behaviours; 
and the social dimension. The program was a development cooperation between the 
departments of primary care and medical psychology together with the restructuring faculty 
committee and coordinators of the various clerkships (all medical specialists). These specialties 
are also involved in the formal training sessions. However, many of the student’s role models 
during clerkships do not participate as teachers or supervisors in C&C skills training. 
Episode 8  
Teaching 
Senior clerkship  Clinical  Elective 
Episodes 4 – 7, each comprising: CCS preparation – clerkship – reflection  
Bachelor 
year 1-3 
Year 1 
Episodes 1 – 3, each comprising: CCS preparation – clerkship – reflection  
MPD 
Master 
year 4-6 
MPD 
MPD 
MPD PCT-1 Year 3 
Year 2 
Year 4 
Year 6 
Year 5 
Care 
Episode 9 Research 
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Design 
The study is a quantitative survey with a cross-sectional design. We collected data about 
physicians’ communication performance as perceived by students by means of a questionnaire. 
The questionnaires were presented and collected by two student research assistants at the end 
of a group reflection session in the final week of four different clerkships.  
Participants 
Participants were students having finished their clerkships in internal medicine and 
surgery (both in the fourth year) and paediatrics and primary care (in the fifth year). The order 
of the clerkships is shown in Figure 1. In three consecutive months (February to May 2010), we 
approached the different groups finishing their clerkships and asked to complete the 
questionnaires at the end of their final monthly group meeting. Participation was voluntary and 
anonymous. The study was conducted with permission of the institutional review board. 
Questionnaires 
The questionnaire contained general and detailed closed questions, asking students how 
frequently they observed good and bad examples of various communication behaviours in their 
role-models during that particular clerkship. Questions were derived from the learning 
objectives of the communication skills training program, using the bio-psycho-social model as a 
reference. Students were first asked how often they observed senior physicians during that  
clerkship and then to base their answers on their observations of physicians performing their 
clinical work. Their observations could involve the students’ supervisor as well as other 
physicians on the wards or out-patient clinic. 
Answers were scored on a four-point scale (very often, regularly, not so often and almost 
never; Appendix 1). The questionnaire was discussed by the researchers and tested by a group 
of communication skills teachers (psychologist and physicians). This questionnaire was then 
piloted in two groups of students and further adjusted using students’ comments. 
Analysis 
Data management and analysis was performed using SPSS 17. We computed chi-
quadrate and linear-by-linear association tests for analysis. 
Results 
Of all 316 students in the groups, 289 questionnaires were returned (91%). The mean 
age of these students was 23 years. Over two-thirds of the students were female (71%) and most 
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had a Dutch ethnic background (94%), which is representative of the Nijmegen medical student 
population. Ninety-three percent of the students very often or often observed consultations by 
physicians and only 7% not so often or almost never did. Almost all students (98%) observed 
more than two different physicians (19%: 2–4 doctors, 79%: 5 or more doctors; see Table 1).  
 
Clerkship Number of 
students 
Number of doctors observed in clerkship 
0 1 2 - 4 5 or more 
1 Internal medicine 81 1 2  19   59 
3 Surgery 73  0 0 6 67 
4 Paediatrics 55 1 2  5 47 
7 Primary Care 80  0 0 25 55 
TOTAL 289 2 4 55 228 
Table 1. Respondent numbers and number of observed doctors. 
 
For analysis purposes, we combined the answers ‘very often’ and ‘regularly’ as well as 
the answers ‘not so often’ and ‘almost never’. In general, 54% of all students reported to have 
seen examples similar to those of their C&C training regularly or very often, 46% answered with 
not so often or almost never. Table 2 presents details per group. We found no significant 
difference between the groups, but there is a significant linear-by-linear association with more 
similar consultations towards the later clerkships in paediatrics and primary care. We found a 
significant difference between internal medicine and primary and community care, the latter 
perceived as showing more resemblance to the formal training (p<0.05). Results are presented 
below under the different headings in Table 2. 
 Very often/ regularly Not so often / almost never 
1 Internal medicine 37 (46
†
) 43 (54) 
3 Surgery 35 (49) 37 (51) 
4 Paediatrics 30 (58) 22 (42) 
7 Primary Care 48 (63) 28 (37) 
Total
‡
 150 (54) 132 (46) 
†
 χ2(Clerkship 1x Clerkship 7) = 6,400 (p<0.10); Linear by linear association = 5.737 (p<0.05) 
‡
 Linear by Linear Association = 5.106 (p<0.05) 
Table 2. Frequency examples of communication similar to C&C training per clerkship (%). 
 
Information Gathering 
Table 3 presents the results on information gathering. The majority of the students 
(90%) had often seen good examples of exploring the patient perspective (the patient’s 
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narrative on their condition) during their clerkships and a minority (10%) had often seen bad 
examples. There were no significant differences between the groups (Table 3). However, we did 
find a significant linear-by-linear trend with more good examples towards the later clerkships 
(p<0.000). We also found significant differences between the clerkships regarding exploration of 
the psychological dimension (including attributions, expectations, concerns and behaviour) and 
the social context. Students reported significantly more good examples in this respect during the 
primary care and paediatrics clerkships than during the internal and surgery clerkships 
(episodes 1 and 3<episodes 4 and 7; p<0.01). As to exploring patients’ behaviour, students 
observed paediatricians do this significantly more often than physicians in internal clerkships 
(1<4; p<0.05). Exploring the patient’s social context was seen significantly more frequently in 
surgery than in primary care (1>7; p<0.05). Almost all students (91%) saw good examples of 
medical history taking in all clerkships. Bad examples of exploring the presented symptoms or 
problems largely mirror the pattern seen in the good examples.  
 very often /  
regularly 
not so often /  
almost never 
significant differences 
between clerkships
2
 
Good examples of exploring patient’s 
physical perspective 
263 (90) 26 (10)  
Bad examples of exploring patient’s 
physical perspective 
27 (10) 262 (90)  
    
Good examples of exploring cognitions 
and emotions 
118 (41) 171 (59) 1 < 4
†
 
1 < 7
‡
 
3 < 4
§
 
3 < 7
‡
 
Bad examples of exploring cognitions and 
emotions 
104 (37) 185 (63) 1 > 4 
1 > 7
§
 
3 > 4 
3 ~ 7 
    
Good examples of exploring behaviour 156 (54) 133 (46) 1 > 4
§
 
 
Bad examples of exploring behaviour 61 (21) 228 (79) 1 < 3
†
 
1 > 7
‡ 
4 < 7
§
 
    
Good examples of exploring social context 120 (41) 169 (58) 3 < 4
†
 
4 > 7
†
 
Bad examples of exploring social context 79 (28) 210 (72) 1 < 3
§
 
1 < 7
§
 
    
Good examples of exploring medical 
history 
262 (91) 24 (9)  
Bad examples of exploring medical history 54 (19) 235 (81) 3 > 4
†
 
4 < 7
†
 
†: p< 0.01;  ‡ p< 0.00;  § p< 0.05 
Table 3. Frequency of examples of information gathering (%). 
                                                          
2 Clerkships 1: internal medicine; 3: surgery; 4: paediatrics; 7: primary and community care 
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Students observed bad examples of exploring cognition and emotions more frequently in the 
internal and surgery clerkships than in paediatrics and primary and community care (1>7; 
p<0.05). They also saw more bad examples of exploring the social context in internal medicine 
than in surgery and primary care (1<3 and 1<7; both p<0.05). Students noticed bad examples of 
medical history taking in 19% of their observations. In surgery and primary care clerkships, they 
observed these significantly more frequently than in paediatrics (3>4 and 4<7; both p<0.01). 
 
Reacting to Patients, Reflecting Feelings, Providing Information, Shared Decision 
Making 
The results are listed in Table 4. In reacting to patient’s cues, 72% of the students 
reported to have frequently seen good examples. However, 28% of the students also often 
observed bad examples. Significantly more good examples were seen in the primary care than in 
the surgery clerkship (3<4; p<0.05). General practitioners as well as surgeons showed 
significantly more bad examples of reacting to patient cues than paediatricians (4<7; p<0.05 and 
3>4; p<0.01).  
 very often /  
regularly 
not so often /  
almost never 
significant differences 
between clerkships
3
  
Good examples of reacting to patient cues 209 (72) 80 (28) 3 < 4
* 
Bad examples of reacting to patient cues 81 (28) 208 (72) 1 < 3
† 
1 < 7
† 
3 > 4
† 
4 < 7
* 
    
Good examples of reflecting feelings 194 (67) 95 (33) 1 < 7
* 
4 < 7
* 
Bad examples of reflecting feelings 63 (22) 226 (78) 1 < 3
† 
1 < 7
† 
    
Providing information meeting patient’s 
needs 
271 (94) 18 (6)  
Providing information meeting patient’s 
pace 
211 (73) 78 (27)  
    
Coming to a shared decision on 
management 
229 (75) 60 (25)  
In fact the doctor took decision on 
management 
174 (60) 115 (40)  
*: p< 0.05;  † p< 0.01  
Table 4. Reacting to patient, reflecting feelings, providing information, shared decision making 
(%). 
Both in the primary care and surgery clerkships, students observed more bad examples 
of reacting to patient cues than in the internal medicine clerkship (1<3 and 1<7; both p<0.01). 
                                                          
3 Clerkships 1: internal medicine; 3: surgery; 4: paediatrics; 7: primary and community care 
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We also found significant differences between the specialties in observed good examples of 
reflecting patients’ feelings: primary care physicians gave them more often than internal 
physicians (1<7; p<0.05) and paediatricians (4<7; p<0.05). In providing information 
corresponding to the patients’ needs, 94% of the students often or very often saw good 
examples. However, in providing the information adapted to the patients’ pace, good examples 
were seen less often (74% vs. 94%). On shared decision making, we found that 79% of the 
students often or very often saw good examples during their clerkships. However, 60% of the 
students also often noted that in fact the doctor made the decision. There were no significant 
differences between clerkships. 
 
Discussion 
As can be seen from our data, during clerkships, students observe different doctors who 
may be considered as role models. The most striking result is that in almost half of the 
consultations, students feel their role models are not showing the kind of communication we 
teach them in formal training (Table 2). Especially in exploring thoughts, expectations and 
feelings, students did not often see good examples, and often saw bad ones. The differences 
between the clerkships are also striking, with significant differences between the first (internal 
medicine and surgery) and the last two clerkships ( paediatrics and primary care) in exploring 
thoughts, expectations and feelings. This seems to confirm earlier findings and reflects the 
attention that historically has been given to good communication in these specialties 7,27,28. 
Although differences may indeed be caused by the specialty of the physicians who were 
observed (and the contextual influences therein), differences may also be explained by the 
sequence of the clerkships, as we found a significant linear-by-linear trend with more good 
examples towards the later clerkships (p<0.00). This may illustrate students’ lack of experience 
and their focus on taking a correct history in the earlier clerkships. In addition, students may 
experience higher stress levels during the first clerkships. They may need all their attention to 
survive during their first experience of clinical practice. Their novice status may thus explain the 
order effect in students’ perceptions. In the later clerkships, when students have more 
experience, they are perhaps more open to other aspects and more able to recognise and 
appreciate communication skills such as questions about attributions and concerns than in the 
first clerkships. Perhaps internists and surgeons do ask explorative questions, but students do 
not notice them because they are overly focused on the medical content and thus miss 
communication matters. All students will observe various physicians and health professionals, 
with varying communication behaviour, throughout their clinical training. Thus, every student 
will have to deal with the differences between classroom and clinical practice. Given these 
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differences and considering the complexity of the skills and the behaviour needed in 
communicating with patients, it seems obvious that students need help in observing and 
learning from the communication patterns their role models show. In addition, there is a serious 
reason for concern because students may not always see what there is to see. Raghoebar-Krieger 
et al. showed this for medical skills but it seems reasonable to assume that this is also true for 
communication skills 29.  
In order to learn from their experiences, the need for debriefing and for discussion 
throughout the clerkships seems high, considering the impact of this form of learning 7 and 
contextual influences on communication 12,15. However, in a recent study, Wouda found that 
there is no substantial increase in student communication levels from clerkships 30. They 
conclude that most physicians seem to believe that students have already reached a satisfactory 
level and put no effort in to improve this. Improving student communication levels, however, 
requires faculty development concerning practicing and teaching communication skills 31. 
Implications for medical education and further research 
For communication skills training, it seems important to further explore to what extent 
the possible differences in communication patterns between specialties can be related to 
contextual factors. It is also necessary to study the possible influence of the order of the 
clerkships on the observed communication behaviour in the various specialties. In order to 
triangulate our findings, further study should focus on the actual physician role model 
communication behaviour, e.g., through rating by experts. This will be helpful if we want to help 
students see what there is to see and to prepare them for the variety of communication 
behaviour they will encounter. In medical education, debriefing needs to be incorporated into 
clerkships. This requires faculty time and reflective skills, but students will be able to profit 
more from their practice education. 
Limitations 
The results of this cross-sectional study, performed in one institution among medical 
students may be difficult to generalise. However, there is no reason to believe that perceptions 
of students in other medical centres or in other health professions will differ much if no explicit 
attention is paid to communication during clinical practice. 
Strengths 
This study adds to the existing literature on role model learning by looking at the 
communication behaviour students actually perceived of their role models in relation to the 
goals set in formal communication training. Furthermore, differences between specialties were 
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studied. This study again highlights the risk that students might be influenced in an unwanted 
direction concerning their communication skills.  
 
Conclusion and recommendations 
Looking at our results, we recommend that teaching and supervising physicians pay 
attention to communication and debrief explicitly on communication performance during 
clinical practice. Students need help in observing communication patterns in order to learn from  
their experiences. Physicians need to be aware of the influence they have as a role model and of 
the communication skills they are supposed to show. Formal training and clinical practice need 
to be in accordance with each other for medical students to acquire and maintain adequate 
communication skills. Physicians taking part in educating medical students in clinical practice 
need to be able to demonstrate adequate communication behaviour, point students to adequate 
and relevant communication behaviour in consultations and also explicitly discuss bad 
examples. Although it is a challenge, good faculty development programs should be available to 
address this issue. 
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Appendix 1 Questionnaire 
Questionnaire     
Gender 0 Male 0 Female   
Age yrs    
 Dutch Other Mixed  
Ethnic-cultural identity: I primarily feel 0 0 0  
Clerkship number     
During clerkships you practiced on patient centred communication skills in the consultation and communication training program 
(C&C). We would like to know what examples of different aspects of the C&C training program you saw during clerkships. When 
answering the questions, think back of what you learned in the C&C communication training program. 
Please mark the answer to the following questions according to your experiences. 
 very often regularly not so often almost never 
1. How often were you able to watch your supervising 
doctor’s consultations during the clerkship? 
0 0 0 0 
2. In general, how often did you see examples of 
communication similar to C&C training, in the consultations 
you observed? 
0 0 0 0 
From here on we will ask for some more details. Which of the following aspects of patient centred communication did you see? 
 very often regularly not so often almost never 
3. I saw good examples of exploring the patient’s perspective 
concerning the symptoms 
0 0 0 0 
4. I saw good examples of exploring the patient’s cognitions 
and emotions 
0 0 0 0 
5. I saw good examples of exploring the patient’s behavior 0 0 0 0 
6. I saw good examples of exploring the patient’s social 
context 
0 0 0 0 
7. I saw bad examples of exploring the patient’s perspective 
concerning the symptoms 
0 0 0 0 
8. I saw bad examples of exploring the patient’s cognitions 
and emotions 
0 0 0 0 
9. I saw bad examples of exploring the patient’s behavior 0 0 0 0 
10. I saw bad examples of exploring the patient’s social context 0 0 0 0 
11. I saw good examples of medical history taking 0 0 0 0 
12. I saw bad examples of medical history taking 0 0 0 0 
13. I saw good examples of reacting to patient cues 0 0 0 0 
14. I saw good examples of reflecting patient’s feelings 0 0 0 0 
15. I saw bad examples of reacting to patient cues 0 0 0 0 
16. I saw bad examples of reflecting patient’s feelings 0 0 0 0 
17. I saw good examples of providing information meeting the 
patient’s needs 
0 0 0 0 
18. I saw good examples of providing information meeting the 
patient’s pace 
0 0 0 0 
19. I saw good examples of shared decision making concerning 
management of the problem 
0 0 0 0 
20. I saw examples where in fact the doctor took the decision 
for the patient concerning management of the problem 
0 0 0 0 
 more than 5 2 - 5 1 - 2 none 
21. I saw examples of a number of different doctors 0 0 0 0 
22. What conclusion do you draw from your observations?     
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Abstract 
Background 
Communication is a key competence for health care professionals. Analysis of registrar and GP 
communication performance in daily practice, however, suggests a suboptimal application of 
communication skills. The influence of context factors could reveal why communication 
performance levels, on average, do not appear adequate. The context of daily practice may 
require different skills or specific ways of handling these skills, whereas communication skills 
are mostly treated as generic. So far no empirical analysis of the context has been made. Our aim 
was to identify context factors that could be related to GP communication. 
Methods 
A purposive sample of real-life videotaped GP consultations was analyzed (N = 17). As a frame of 
reference we chose the MAAS-Global, a widely used assessment instrument for medical  
communication. By inductive reasoning, we analyzed the GP behaviour in the consultation 
leading to poor item scores on the MAAS-Global. In these cases we looked for the presence of an 
intervening context factor, and how this might explain the actual GP communication behaviour. 
Results 
We reached saturation after having viewed 17 consultations. We identified 19 context factors 
that could potentially explain the deviation from generic recommendations on communication 
skills. These context factors can be categorized into doctor-related, patient-related, and 
consultation-related factors.  
Conclusions 
Several context factors seem to influence doctor-patient communication, requiring the GP to 
apply communication skills differently from recommendations on communication. From this 
study we conclude that there is a need to explicitly account for context factors in the assessment 
of GP (and GP registrar) communication performance. The next step is to validate our findings. 
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Background 
Communication is a key competence for health care professionals. Good communication 
determines the quality of care 1-4 and is highly valued by patients 5. In the GP Specialty Training, 
the training of communication skills is an essential part 6. There are indications, however, that 
the effects of such communication skills training for GP registrars are limited 7-10, although a 
recent study shows some improvement is possible 11. Many registrars, however, find it difficult 
to apply acquired communication skills when working in daily practice 12. Furthermore, the 
communication performance of experienced GPs, on average, does not appear to be adequate 
either 10,13,14.  
Various explanations have been given for the low scores on communication skills. Firstly, it 
has been contended that the transfer is hampered by the separation of training and practice 15,16. 
The setting of the training institute, using role play as the main teaching method, is too different 
from everyday clinical experiences in the setting of daily practice. There is evidence that 
communication training programmes, that are aligned to daily practice, have resulted in more 
and long term positive effects 17,18. Secondly, a number of authors have pointed at the generic 
nature of recommendations on communication and instruments that are used to assess 
professionals’ performance. The transfer of skills may be compromised even more due to the 
teaching of generic skills, while, in reality, GPs need to adjust their approach constantly to the 
specific context. Thirdly, the assumption that communication skills are generic and can be 
assessed as such may be unjustified 19-22. As a consequence, however, all consultations are 
treated as if they were the same, whereas, in daily practice, GPs need to adjust their approach to 
the individual person presenting with a specific problem.  
In the past few years, several researchers have pointed out that context factors on different 
levels influence communication in health care 23-26. The influence of context factors could reveal 
why GP communication performance levels do not appear adequate, and moreover, could also 
provide an explanation for the limited effects of communication skills training for GP registrars, 
as they may play a vital role in allowing transfer to take place. Context factors range from a 
micro-level (patient and doctor characteristics) to meso- and macro levels (organizational and 
societal features). According to Durning et al. 27 “context (1) comprises interacting factors that 
add to the meaning of something that exists or occurs in an environment, and (2) allows for 
change in that meaning as information is added over time.” This definition points to the wide 
variability within consultations and the dynamic environment in which communication has to 
take place. In the assessment of communication skills, these factors have been mentioned as 
possibly interacting in the communication process, but so far no empirical analysis of how these 
factors are to be taken into account has been made 28.  
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If it is true that the context is a determining factor for the actual communication GPs display, 
this could lead to deviations from the recommendations on communication, as captured in 
assessment instruments 20. Insight may be gained by observing communication of GPs in their 
natural work setting of daily practice 29. There it can be examined if, how, and under which 
contextual conditions, the communication deviates from the recommendations. Our aim was to 
identify apparent context factors that could be related to GP communication. We were interested 
in GP communication behavior that deviates from the generic criteria used in communication 
skills assessment 13. And, if this  occurs, whether it can be explained or justified by a particular 
context factor. As a first step towards accounting for context factors in communication 
assessment, we performed an explorative, qualitative study observing the communication in 
daily general practice consultations.  
Methods 
Three researchers, each with different backgrounds (GP, communication researcher, and 
communication trainer), independently observed and analysed the same set of videotaped real-
life GP consultations. For this, a purposive set of consultations (N = 17) was selected from a 
database of videotaped consultations of Dutch GPs, which were recorded as part of a video-
observation study performed by NIVEL in 2007 - 2008 [30]. Selection criteria for the sample 
were: 1) a broad range of complaints or problems presented (different ICPC codes having a high 
prevalence in general practice) and 2) a variety of GPs, with an even distribution of male and 
female GPs. By including a broad range of health problems representative for general practice, 
we aimed to increase the chance to detect as many different context factors as possible, 
including the content of the problem.  
Observational framework 
We used the MAAS-Global as the generic communication skills framework for our 
observations 28. The MAAS-Global is a validated observation and assessment instrument, that 
serves as a guideline for patient-centred medical communication 31. It is widely used in 
undergraduate medical and GP specialty training in the Netherlands 32. The MAAS-Global 
consists of 13 generic communication items that can be rated from 0 (’absent’) to 6 (’excellent’). 
Each item has three or four sub-items referring to criterion behaviour (see Additional file 1).  
Analysis 
During data collection, we focused on the moments in the consultation where the GP’s 
communication fell below the criteria for good communication as defined in the MAAS-Global 
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(items scoring ‘badly’ or ‘insufficiently’). After observing a consultation, each researcher 
reflected on the question whether the GP indeed performed poorly or whether the 
communication behaviour could be explained or justified, considering an observed context 
factor. These moments in the consultations were noted for further analysis. In a consensus 
meeting, we subsequently compared and analysed our notes and reflections, and discussed the 
possibly underlying context factors. A context factor was appointed by affirmative answers to 
the next questions: “Would the communicative behaviour of the GP have to be different if this 
context factor was not present?” and “Is the communicative behaviour of the GP (or the absence 
of it) adequate or logical in this context?”. The alleged context factors were listed, aiming at 
completeness as well as consensus. This way, low scores on the MAAS-Global were related to 
‘adequate’ or ‘inadequate’ professional performance.  
We started analyzing and discussing eight consultations in this manner, as this number is 
mentioned to control for case-specific aspects in communication assessment 13,31. Subsequently, 
for practical reasons, we observed sets of three new consultations until no new context factors 
were identified. Saturation was reached after 17 consultations. 
Ethical regulations 
The study was performed according to Dutch privacy legislation. The privacy regulation was 
approved by the Dutch Data Protection Authority. All participating GPs and patients signed an 
informed consent form before the recording of the consultation. According to Dutch legislation, 
approval by a medical ethics committee was not required for this observational study. 
Results 
We found 19 context factors in GP consultations that could be related to low scores on the 
MAAS-Global. Table 1 lists the communication behaviour that was absent or deviating, indicated 
per MAAS-Global item, and the inferred context factors (see Table 1). The context factors could 
be categorized into doctor-related, patient-related, and consultation-related factors (Table 2). 
We will discuss our findings in more detail under these category headings. 
Table 1. GP behaviour observed using MAAS-Global and context factors inferred by inductive 
reasoning4. 
  
                                                          
4 Criteria for identification as a context factor were 1) “Would the communicative behaviour of the doctor 
have been different if this context factor was not present?” and 2) “Is the communicative behaviour of the 
doctor (or the lacking of it) adequate or logical in this context?”. 
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Doctor-related factors 
In 14 of the 17 consultations we observed the patient and GP discussing the patient’s social 
and/or family circumstances (e.g. a patient who had recently had to move to a smaller house; a 
patient with a partner who has a serious health condition), or referring to prior contacts (e.g. in 
a consultation with a child that was taciturn and very difficult to engage). The communication in 
these consultations continued in a free and easy way, without much exploration of the patient’s 
background. This social exchange usually took place at the start of the consultation (see Table 1). 
We considered the GP’s knowledge of the patient and knowledge of the way the patient 
communicates to be influential context factors. A related factor seemed to be the prior 
knowledge the GP had of the patient’s medical history: generally the GP referred to a prior 
episode, or connected the current problems to the patient’s medical history. This contrasted to 
the consultations where the GP seemed to have no prior knowledge of the current health 
problem the patient presented (e.g. reason for a referral to psychotherapy).  
Moreover, more experienced GPs seemed to know what they were asking for, used fewer 
questions, applied the skill ‘Structuring’ more loosely, and without losing key information 
performed adequately on a medical level. Therefore we considered GP experience a relevant 
context factor as well. 
Table 2 Context factors for communication in GP consultations 
 Context factors in GP consultations 
 doctor-related factors 
1.  doctor knows patient and his social context  
2.  doctor knows patients’  medical history 
3.  doctor knows patients’ way of communicating 
4.  doctor is very experienced 
 patient-related factors 
5.  specific patient verbal behaviour 
6.  specific patient non-verbal behaviour 
7.  patient is also treated by other provider 
8.  patient has a disease (diagnosis) or (recurrent) problem known to both doctor and patient 
9.  patient is familiar with (physical) examination (PE) 
 consultation-related factors 
10.  single consultation 
11.  first consultation in a series 
12.  follow-up consultation in a series 
13.  consultation in a series based on protocol (initiative by doctor) 
14.  consultation in preventive care (initiative doctor) 
15.  diagnosed problem is easily solved 
16.  problem urgently needs medical care 
17.  diagnosed problem is mainly psychosocial 
18.  there is more than one person (patient) present 
19.  characteristics of physical examination 
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Patient-related factors 
We observed patients who, at the beginning of the consultation, unsolicited, detailed and 
clearly, stated their health problem and related needs, preferences and expectations. The GP’s 
response in these cases was restricted to a few additional clarifications or a very short history 
taking, prior to proceeding to the physical examination (PE). We also observed a patient who 
persevered in asking questions - out of anxiety or as a security check. This seemed to affect the 
GP’s communication, leading to a focus on answering the questions and providing reassurance, 
but also to a decrease in expressed empathy. We combined these observations into one patient-
related context factor: ‘specific patient verbal behaviour’.  
Another context factor was related to the patient’s non-verbal presentation: incessant 
coughing, or severe paleness were informative symptoms that did not require more than 
perfunctory additional questions, before the GP decided on further diagnostic and therapeutic 
actions. Instead of summarizing, we observed the GP reacting directly to these presentations. In 
another consultation we saw the patient leaning forward and putting his arm on the GP’s desk - 
seemingly emphasizing the importance of his verbal message. No menace was meant, but, in 
reaction, the GP did not further explore the patient’s statements and proceeded to comply with 
his needs. In all cases, patient’s behaviour seemed to influence GP’s structuring behaviour, 
leading to an adaptation to the specific patient behaviour rather than sticking to the logical 
sequence of phases. Therefore, we considered ‘specific non-verbal patient behaviour’ to be a 
separate context factor.  
In addition a context factor was inferred from cases where other professionals were involved 
in the treatment. We observed that these consultations focussed on questions on management 
that were important to the patient, while the diagnostic phase was partially or totally absent. For 
example, a female patient presented doubts on an upcoming operation, to which the GP 
responded by trying to reassure the patient and explain the goal and reasons for the operation. 
Furthermore, we observed consultations in which the GP and the patient discussed the 
management of a health problem, but no history was taken. From this we concluded to be a 
context factor that the health problem was known to both of them. And from the observation of a 
patient who started to roll up his sleeve for his blood pressure check-up, without any prior 
instructions from the GP, we inferred that he must have been familiar with the procedure. Thus, 
we considered the patient’s familiarity with the PE a context factor as well.  
Consultation-related factors 
We observed a difference between follow-up and preventive consultations - initiated by the 
GP - on the one hand, and on the other hand consultations, in which the initiative to attend 
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mainly lay with the patient. The former mostly were part of a chronic disease protocol (e.g. 
hypertension), to which the GP in one case explicitly referred. Here, the initiative came from the 
GP, whereupon the patient mostly agreed to attend, not necessarily having a problem. These 
consultations differed essentially from single consultations, first consultations in a series, and 
other follow-up consultations, in which the patient presented with a problem and the GP had to 
explore and find out what the patient required.  
Also specific aspects of the presented problem were inferred as consultation-related factors. 
In dealing with complaints that were easily solved (e.g. removing cerumen or a suture), we saw 
the GP not going into emotions. We inferred that, as these complaints usually have little 
emotional impact, there is no need for the GP to discuss emotions. Problems needing urgent help 
were considered a context factor as well, as they tend to lead to direct action. In one consultation 
we observed a patient probably having suffered a TIA, for which the GP took action without 
exploring the patient’s request for help. On the other hand, with a patient who presented 
problems in coping with her divorce, and problems with her son, we saw the GP expressing a lot 
of empathy and discussing the patient’s feelings, but also losing the structure in the consultation. 
From this we considered psychosocial problems to be a context factor too.  
The characteristics of the PE also seemed to make a difference. We observed that the PE could 
be simple or complex, invasive or superficial, leave room for social talk or require full attention 
of the GP. The absence of an explanation or only a very brief instruction in one case, in contrast 
to extensive instructions and explanations in another, led us to the inference that characteristics 
of the PE could be considered a context factor as well. Finally, the number of persons present 
influenced the communication process. In these cases we saw the GP strive to divide their 
attention to those present and to involve everyone in the consultation process according to their 
role. This communication behaviour is not mentioned in the MAAS-Global.  
Context factors interacting in complex ways 
Sometimes two or three context factors seemed to work synergistically. We saw an 
unexpected combination of doctor-related and patient-related factors, and characteristics of the 
PE, in a consultation with a female patient presenting for a routine check-up of her vaginal ring. 
The patient only briefly greeted the GP before proceeding to the examination room to undress. 
Before, during and after the examination patient and doctor chatted lightly, only once 
interrupted by a “You’re OK” from the GP. Clearly, after many previous check-ups, the GP was 
able to perform the invasive, intimate examination without explaining, instructing, or even 
without announcing - without being disrespectful. 
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Discussion 
Our results show that in routine GP consultations, several context factors can be identified 
that - as a single factor or synergistically - clarify why GPs deviate from the recommended 
communication behaviour. In these consultations, in the judgement of experienced observers, a 
low score on communication skills items of the MAAS-Global is still accompanied by adequate 
professional performance. Several of the context factors we found point to the essence of general 
practice, such as continuity of care, a systems approach, prevention, treating (minor) ailments 
and problems with a psychosocial background33-35.  
We reported to have reached saturation after 17 consultations, because we did not find any 
new context factor in the last set of five consultations we observed, which is an acceptable 
criterion for this purpose 36. Also in other explorative, qualitative research, the number of 17 
consultations seems to fall within acceptable limits for saturation to be reached 37,38. We found 
context factors that may explain GP’s low scores on communication. These empirical results find 
theoretical resonance by looking at communication as goal-oriented behaviour. In the 
conceptual model by Feldman-Stewart25, the communication process is directed by the goals 
each of the participants have - within the specific context that they are acting in. Other authors 
also pointed to the relevance of each of the participants goals for the communication process in 
the consultation26,39,40. If goals are modulated by the specific context and communication is goal-
oriented, then context factors should explicitly play a role in the assessment of GP 
communication performance. 
The relationship between the presence of a context factor and the communication behaviour 
of the GP, as we found it, is a logical one. If, for instance, the initiative for a consultation lies with 
the GP, it seems logical that there is no exploration of the patient’s request for help. Obviously, if 
asked for the reason for the encounter, the patient would reply: “I’m here because you asked me 
to”. However, the patient may still have questions concerning the goal of the consultation or the 
treatment he is receiving. Therefore, although the initiative for the consultation lies with the GP 
and there is no request for help from the patient, it does not discharge the GP from exploring 
questions that the patient may have. Similarly, in the case of an easily solved problem, like 
removing cerumen, it seems logical not to go into emotions. Nevertheless, the GP needs to stay 
attentive of emotions that may arise despite the simplicity of the complaint. Thus, context 
factors may explain why certain communication behaviour is absent, but they never justify its 
absence in all circumstances. This clearly reflects the dynamic way ‘context’ is to be 
understood27. 
In this study we restricted ourselves to identify context factors that are visible on a micro-
level, but we did not look for context factors acting at meso- or macro levels (organizational, 
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demographical, political), that may also play a role 23. For instance, the identification of 
preventive and follow-up consultations as a context factor may reflect the use of clinical practice 
guidelines that can be considered a context factor on a macro level 41. The fact that in the Dutch 
health care system the GP has a fixed patient list and acts as a gatekeeper for specialist care 42 is 
a societal context factor that may have contributed to the identification of doctor-related factors 
like ‘doctor knows the patient and his social context’, and the patient-related context factor 
‘patient is also treated by other provider’. In our view, these are important context factors on a 
micro-level, made possible by the position of the GP in the health care system. Thus, we do not 
claim to have found all context factors that are relevant to the communication in daily GP 
practice. Other research methods may shed light on the existence of contextual factors at other 
levels.  
Not only did we observe communication skills being absent, but we also saw GPs exert 
communication behaviour not mentioned in the MAAS-Global (Table 1). Occasionally this was 
specifically related to a context factor: the fact that two or more persons were present elicited 
specific structuring behaviour, such as ‘dividing time and attention adequately to all present’, 
and ‘involving those present adequately in their role’. In other consultations we observed the GP 
making use of their authority, or expressing hope that the consultation would benefit the 
patient, or naming patient’s health behaviour, which directly seemed to affect the patient’s 
understanding of their situation. We also saw GPs making use of their computer to inform 
patients on their health status. These are relevant communication skills that should be used to 
update the MAAS-Global.  
Our findings may have implications for communication programmes in the GP specialty 
training. From what we found, it seems that the way generic communication assessment 
instruments are used does not suffice to justly assess communication performance in general 
practice. Moreover, training programmes should be organized around different types of 
consultations and should take into account that patients can be treated by other providers and 
know what is going to happen. The focus should be on the flexibility and creativity with which 
future GPs handle their communication skills. The application of communication skills in 
different contexts can be seen as working a mixing table: in a specific context, some channels are 
set to zero and others are maximized, all the time being ready to adapt to changes in the context. 
Future research could be directed at finding consensus on the ways communication patterns 
should adapt to context factors, and should focus on how to take the presence or absence of 
context factors into account in the assessment of GP communication behaviour. 
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Strengths and limitations 
By using real-life GP consultations, the ecological validity of our findings is strengthened. The 
different backgrounds and experience of the researchers add to this. However, the method that 
we used can be considered a limitation of this study as it allowed us to find context factors at a 
micro-level, but not at other levels. We inferred context factors from low item scores on the 
MAAS-Global. Implicitly, this may suggest that a) only low scores are context-dependent, and b) 
high MAAS-Global scores represent a gold standard for communication. These implications are 
not intended. Firstly, high item scores may also lead to identification of context factors. However, 
in order to find explanations for GP communication performance that was less than expected, we 
logically focussed on low item scores. Secondly, other ways of analyzing communication 
behaviour can reveal very adequate communication patterns in experienced GPs that were not 
seen before 43. 
As we did not select on age, gender or socio-economical class, the sample contained various 
patients with different ages and gender. However, a proportionate representation of patients 
from lower class or different ethnic origin was not seen. The behaviour stemming from different 
ethnic or cultural backgrounds can also be considered ‘specific patient behaviour’ to which the 
doctor needs to respond. Apart from this, the sample we saw seemed to be a fair representation 
of the consultations daily seen in GP practice 30. 
Conclusions 
In this study, we found several context factors that may explain why the GP scored low on 
communication items of an assessment tool, yet displayed adequate professional performance. 
By identifying these context factors, we may have created a perspective to solve the limitations 
of generic communication assessment. Explicitly including the identified context factors in 
communication training and assessment may be an elegant way to do justice to the complexity, 
diversity and specifics of daily general practice, and at the same time to not lose the importance 
of mastering separate communication skills. 
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Appendix 1: MAAS-Global rating list for doctor-patient communication skills. 
Description: Overview of communication items and sub-items of the MAAS-Global. Items 
are scored on a scale from 0-6. Items 2 and 4 can be rated ‘not applicable’ additionally.  
 
Communication skills for each separate phase 
 
1. Introduction 
• giving the patient room to tell his story 
• general orientation on the reason for visit 
• asking about other reasons for visit 
 
2. Follow-up consultation 
• naming previous complaints, requests for help 
and management plan 
• asking about adherence to management plan 
• asking about the course of the complaint 
 
3. Request for help 
• naming requests for help, wishes or expectations 
• naming reasons that prompted the patient to 
come now 
• completing exploring request for help 
 
4. Physical examination 
• instructions to the patient 
• explanation of what is being done 
• treating the patient with care and respect 
 
5. Diagnosis 
• naming findings and diagnosis ⁄ hypothesis 
• naming causes or the relation between findings 
and diagnosis 
• naming prognosis or expected course 
• asking for the patient’s response 
 
6. Management 
• shared decision making, discussing alternatives, 
risks and benefits 
• discussing feasibility and adherence 
• determining who will do what and when 
• asking for patient’s response 
 
7. Evaluation of consultation 
• general question 
• responding to requests for help 
• perspective for the time being 
General communication skills 
 
8. Exploration 
• exploring requests for help, wishes or 
expectations 
• exploring patient’s response to information 
given within patient’s frame of reference 
• responding to non-verbal behaviour and cues 
 
9. Emotions 
• asking about ⁄ exploring feelings 
• reflecting feelings (including nature and 
intensity) 
• sufficiently throughout the entire consultation 
 
10. Information giving 
• announcing, categorizing 
• in small quantities, concrete explanations 
• understandable language 
• asking whether the patient understands 
 
11. Summarizations 
• content is correct, complete 
• concise, rephrased 
• checking 
• sufficiently throughout the entire consultation 
 
12. Structuring 
• logical sequence of phases 
• balanced division of time 
• announcing (history taking, examination, 
other phases) 
 
13. Empathy 
• concerned, inviting and sincerely empathetic 
in intonation, gesture and eye contact 
• expressing empathy in brief verbal responses 
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Abstract 
Background 
Assessment of medical communication performance usually focuses on rating generically 
applicable, well-defined communication skills. However, in daily practice, communication is 
determined by (specific) context factors, such as acquaintance with the patient, or the presented 
problem. Merely valuing the presence of generic skills may not do justice to the doctor’s 
proficiency. Our aim was to perform an exploratory study on how assessment of general 
practitioner (GP) communication performance changes if context factors are explicitly taken into 
account. 
Methods 
We used a mixed method design to explore how ratings would change. A random sample of 40 
everyday GP consultations was used to see if previously identified context factors could be 
observed again. The sample was rated twice using a widely used assessment instrument (the 
MAAS-Global), first in the standard way and secondly after context factors were explicitly taken 
into account, by using a context-specific rating protocol to assess communication performance in 
the workplace. In between first and second rating, the presence of context factors was 
established. Item score differences were calculated using paired sample t-tests. 
Results 
In 38 out of 40 consultations, context factors prompted application of the context-specific rating 
protocol. Mean overall score on the 7-point MAAS-Global scale increased from 2.98 in standard 
to 3.66 in the context-specific rating (p < 0.00); the effect size for the total mean score was 0.84. 
In earlier research the minimum standard score for adequate communication was set at 3.17.  
Conclusions 
Applying the protocol, the mean overall score rose above the level set in an earlier study for the 
MAAS-Global scores to represent ‘adequate GP communication behaviour’. Our findings indicate 
that incorporating context factors in communication assessment thus makes a meaningful 
difference and shows that context factors should be considered as ‘signal’ instead of ‘noise’ in GP 
communication assessment. Explicating context factors leads to a more deliberate and 
transparent rating of GP communication performance. 
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Background 
As communication is at the heart of good clinical practice, communication training and 
assessment are key components in undergraduate as well as postgraduate medical curricula. 
Communication levels are usually assessed by rating the performance against predefined 
communication skills 1-3. Widely used communication assessment instruments such as the 
Maastricht History-taking and Advice Scoring list (MAAS-Global) 4, also applied in general 
practitioner’s (GP) performance assessment, determine to what extent generic communication 
skills, expected to be pursued in every consultation with every patient, are observed. However, 
generic criteria may fail to capture the contextual proficiency of the GP’s performance 2,5-7. The 
underlying assumptions that generic communication skills should be applied in any consultation 
and that every consultation can be treated as if it requires the same communication 
performance seem unjustified. Several authors have argued that context factors influence 
communication in health care 1,8-10 and that communication performance is therefore context-
dependent 11-16. Moreover, from a patient-centred perspective, every consultation is unique and 
sets a specific context for the communication between the doctor and the patient 17-20.  
So far, the role of the context in which doctor-patient communication takes place has hardly 
been accounted for in communication assessments 10.21.22. However, the influence of context 
factors has been put forward as an explanation to why GPs achieve low scores on  
communication performance 23,24. If context factors can be taken into account when rating GP 
communication skills, we may move from a generic to a context specific assessment of GP  
communication performance.  
In a previous explorative study, several context factors (CF) were identified on the level of the 
consultation that may well explain deviations from generic recommendations on communication 
25. These context factors were related to the doctor, to the patient, and to the consultation. If, for 
example, the consultation has been initiated by the doctor to re-evaluate the patient’s condition, 
the doctor does not need to explore the patient’s request for help. Similarly, in case of an easily 
solved problem like ear wax blocking hearing, it seems spurious to explore emotions 
extensively. Yet some patients do fear the removal procedure, or may have questions concerning 
the consultation or treatment goal. Thus, context factors may explain why certain 
communication behaviour is absent but they do not justify its absence in all circumstances. This 
clearly reflects the dynamic way ‘context’ is to be understood 22. By incorporating contextual 
influences, communication performance assessment may gain in validity.  
The current exploratory study aimed to find out how communication performance ratings 
change if context factors are explicitly taken into account. Our research question was: How does 
incorporating context factors influence the assessment of GP communication performance? In 
order to answer this question, we first examined which previously identified context factors 
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were present in the currently studied GP consultations. Secondly, we explored how applying a 
context-specific protocol would affect communication scores. We expected GP communication 
scores to be significantly higher if context factors are explicitly taken into account 25.  
Methods 
Sample selection 
The study was carried out between February and September 2010. We selected a sample of 
40 consultations from a database of 808 videotaped Dutch GP consultations, recorded as part of 
a video-observation study performed by NIVEL (Netherlands institute for health services 
research) in 2007 – 2008 26. The 40 GPs that participated in this NIVEL study have age, gender, 
practice type, and patients characteristics that are similar to the GP population characteristics in 
the Netherlands, although urban practices are over-represented 27. Firstly, out of the 40 GPs, 20 
GPs were randomly selected and subsequently, from each of these GPs, the 4th and 5th 
consultations were then selected, which we felt was a reasonable trade-off between analyzing 
GPs and consultations. We excluded the first three consultations during which the GP may have 
had to get used to the video recording. This procedure ensured sufficient power and variation 
between doctors and consultations. A sample of 40 consultations would provide enough power 
to establish a minimal relevant difference between the two ratings of 0.45 (α = 0.05, β = 0.10) on 
item scores 28. The time interval between first (standard) and second (context-specific) rating 
was 5–6 months.  
Procedure  
To answer the research question, one rater (GE), psychologist, communication trainer and 
assessor, rated the 40 consultations twice using the same rating instrument (the MAAS-Global) 
29 (Figure 1). The first rating was performed in the standard way using the MAAS-Global Manual 
30. In the second, context-specific rating CFs were explicitly taken into account following the 
newly developed protocol.  
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 Step 1 
 
  Step 2 (standard rating) 
 
 
 Step 3  
 
 
 
 
 
       Step 4  
 
 
 
 Step 5 (context-specific                            
rating) 
 
 
Figure 1: Procedure of incorporating context factors into communication assessment. 
 
The MAAS-Global is a validated communication assessment instrument which serves as a 
guideline for patient-centred medical communication 2,4. It is widely used in undergraduate 
medical and general practice specialty training programs in the Netherlands 31,32. The MAAS-
Global consists of 13 generic communication items that can be rated on a 7-point Likert scale, 
ranging from 0 (‘absent’) to 6 (‘excellent’). Two items can also be scored ‘Not applicable’. Each 
item has three or four sub-items that indicate criterion behaviour (Appendix 1). The MAAS-
Global Manual offers guidelines to rate communication skills and acknowledges that CFs play a 
role, but leaves implicit how to incorporate contextual influences.  
For the incorporation of CFs into the rating process, a context-specific rating protocol was 
developed by three researchers, each with different backgrounds (GP, communication 
researcher, communication trainer and assessor), to be used in addition to the MAAS-Global 
manual (Appendix 2). The protocol was developed on the basis of the relationships between CFs 
and the justifiable absence of communication skills found in our previous study 25. It accounts for 
the absence of certain communication skills as a result of the presence of one or more CFs and at 
the same time keeps the existing rating rules of the MAAS-Global Manual intact. Additional file 2 
presents the protocol and the ascertained relationships.  
Identifying for each consultation 
possibly absent (sub-)items in 
MAAS-Global (GE) 
Sample of 40 
consultations selected  
Context factors 
identified in 
sample (BA) 
New protocol for context-
specific rating established 
(AK-SD-GE) 
Standard rating with 
MAAS-Global (GE) 
Context-specific rating with MAAS-
Global using new protocol (GE) 
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In order to stay in line with the MAAS-Global rating rules, the central assumptions in the 
protocol were:  
 If a sub-item is justifiably absent as a result of the presence of one or more CFs, it should 
not weigh on the item scores. 
 If an item is justifiably absent due to the presence of one or more CFs, it should be scored 
‘Not applicable’.  
In between standard and context-specific rating, a second rater (BA), a GP and an 
experienced faculty member, rated the observed consultations for the presence of CFs, by using 
the list of previously identified CFs shown in Table 1 25 (see also Box 1 for examples how CFs 
were identified). Prior to the context-specific rating, GE received a data sheet from BA on the 
presence of CFs in each of the consultations. Differences on the identification of CFs that arose 
during the second rating were discussed between GE and BA until agreement was reached. 
Subsequently, GE noted the presence of the CFs on the MAAS-Global sheet for each consultation 
and indicated which of the new rating rules could be applicable in that consultation (see also in 
Results Table 2, second column). After this, the GP communication performance was rated the 
second time with the adapted MAAS-Global. 
Data analysis 
Kappa was calculated, based on a separate sample of seven consultations taken from the 
dataset, to assess inter-rater variance in determining the presence of CFs between the first (GE) 
and the second rater (BA) (κ = 0.69). Apart from checking the presence of the previously found 
CFs, their frequencies were calculated in order to determine to what extent applying the context-
specific rating protocol could be expected to influence ratings of the MAAS-Global items.  
The rating of the GP communication performance was done both times by the same rater 
(GE) to exclude noise produced by heterogeneity of raters33. To check for intra-rater consistency, 
kappa was calculated by twice scoring ten consultations that did not belong to the study sample, 
with a 6 month time lap between the two moments of assessment, using standard MAAS-Global 
rating rules (κ = 0.662).  
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Table 1: List of context factors. Context factors present in 40 GP consultations (+ frequency) 
 physician-related factors present in  (%) 
20.  physician knows patient and his social context  29  (72)  
21.  physician knows patients’  medical history 35  (88)  
22.  physician knows patients’ way of communicating 29  (72)  
23.  physician is very experienced 34  (85)  
 patient-related factors  
24.  specific patient verbal behaviour 11  (27) 
25.  specific patient non-verbal behaviour 1  (3)  
26.  patient is also treated by other provider 12  (30)  
27.  patient has a disease (diagnosis) or (recurrent) problem known to both 
physician and patient 
24  (60)  
28.  patient is familiar with (physical) examination (PE) 23  (58)  
 consultation-related factors  
29.  single consultation 23  (58)  
30.  first consultation in a series
1 
4  (10)  
31.  follow-up consultation in a series
2 
11  (28)  
32.  consultation in a series based on protocol (initiative by physician)
3 
1  (3) 
33.  consultation in preventive care (initiative physician)
4 
1  (3)  
34.  diagnosed problem is easily solved 3  (8)  
35.  problem urgently needs medical care 1  (3)  
36.  diagnosed problem is mainly psychosocial 2  (5)  
37.  there is more than one person (patient) present 12  (30)  
38.  characteristics of physical examination: 
- simple 
- invasive 
- intimate 
- superficial 
- leaves room for talk 
- requires full attention 
 
30  (75)  
4  (10)  
6  (15)  
29  (73)  
10  (25)  
27  (68)  
1 a first consultation in a series is a consultation in which no diagnosis is being made and patient is referred for further tests, or in 
which physician and patient agree to a follow-up consultation for check-up purposes. 
2 a follow-up consultation in a series is a second or consecutive consultation concerning a complaint or problem for which a referral 
was made, or that was agreed upon by patient and physician. It is also marked as a follow-up consultation if the patient has been 
referred for specialist care (even if surgery took place) and the patient comes back to report on that. (no maximum time span is 
indicated). 
3 a protocol based consultation is a consultation, concerning a prior diagnosed complaint or problem, that is initiated by the 
physician on the basis of a protocol or clinical practice guideline. 
4 a preventive consultation is a consultation that is initiated by the physician on the basis of a protocol or clinical practice guideline 
(diagnosis or disease is not necessarily established). 
 
To analyse the extent to which CFs influenced the rating process, we calculated the number of 
applicable MAAS-Global items per consultation, with and without accounting for CFs, as this 
number is used as the denominator to determine the overall score on the MAAS-Global 4,24,28,33. 
Moreover, because context factors may predict the absence of certain communication behaviour 
(and thus a (sub-)item) 25, but do not necessarily lead to the absence of that specific behaviour, 
we calculated the number of times the MAAS-Global items were potentially influenced by CFs, 
based on applying the rules from the rating protocol (see Appendix 2), and compared this to the 
actually influenced number as a result of the ratings (see Table 2).  
Our expectation that the mean item scores in the context-specific rating would be higher was 
tested by calculating the direction of the change in scores with a paired t-test for repeated 
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measurement in the same sample, using PASW Statistics 18, Release Version 18.0.3 (SPSS, Inc., 
2010, Chicago, IL, www.spss.com). To determine the relevance of the difference between the two 
ratings, the effect size was calculated for the difference between the individual MAAS-Global 
item scores and for the difference between the mean sum scores per consultation, divided by 
their pooled initial standard deviations (SDs); a d of 0.2 was considered a small effect, a d of 0.5 
as a moderate effect, and a d of 0.8 as a large effect 33-35. 
Ethical approval 
The study was performed according to Dutch privacy legislation. The privacy regulation was 
approved by the Dutch Data Protection Authority. All participating GPs and patients signed an 
informed consent form before the recording of the consultation. According to Dutch legislation, 
approval by a medical ethics committee was not required for this study. 
Results 
The 20 GPs and the patients in the research sample were comparable in gender, age, and 
practice type to those of the larger data set (35% female GPs, mean age 49 yrs (SD: 6.4) vs. 51 
yrs (SD: 5.9)) [26]. All context factors in the list were observed in the current sample, with 
frequencies varying from one time to 34 times. Table 1 presents the CFs observed in the 
consultations and their frequencies found in the study sample.  
In 38 out of 40 consultations, CFs prompted the application of the context-specific rating 
protocol. In two consultations there was no CF present that required deviating from the MAAS-
Global Manual. The mean number of CFs per consultation was 6.5 (range 4 – 12). As a 
consequence of incorporating context factors, the number of applicable items per consultation 
decreased from 12.2 to 11.8 (sub-items: from 40.6 to 37.7). The potential change in scores was 
highest in eight out of thirteen items (items 3, 4, 5, 6, 8, 9, 10, and 12) whereas little to no change 
would be expected in five items (items 1, 2, 7, 11, and 13) (Table 2).  
As a result of applying the context-specific rating protocol, a significant increase was found in 
ten out of the thirteen mean item scores whereas one item (item 7) showed a decrease (Table 2). 
In the items 2 (Follow-up consultation) and 6 (Management) the difference in scores was not 
significant. The mean overall score in the standard rating was 2.98, while in the context-specific 
rating it was 3.66 (p < 0.00). Effect sizes were large for three items and moderate for another 
four items. In the remaining six items effect sizes were low (Table 2). Effect size in the mean 
overall score was large (0.84). 
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Discussion 
This study indicates that explicitly incorporating context factors into communication 
assessment in a protocolized way leads to a significantly lower number of applicable MAAS-
Global items per consultation, and to higher item scores. By applying the protocol, the mean 
overall score found in our study rose above the mean minimum standard score of 3.17, which is 
the level set for the MAAS-Global scores to represent ‘adequate GP communication behaviour’ in 
a study by Hobma 24. However, consistent with other recent findings on doctor communication 
patterns 36-38, the GP scores in our study on the items Request for help, Management, Exploring 
and Emotions are below the minimum standard. These are important aspects in GP-patient 
communication and need attention in postgraduate GP training and continuing professional 
development (CPD). 
In the standard rating protocol, the absence of criterion behaviour is penalized by a low item 
score, whereas judging a sub-item to be justifiably absent will lead to relatively higher item 
scores. In our study, most changes in item scores were as we expected them but the results in 
items 1, 6, 7, 11 and 13 were unforeseen. The unexpected results in these items may be due to 
rater leniency in the second rating, although the change did not go in the same direction in all 
items. The significant change in item 7 (Closure) can also be explained by the lack of clarity in 
the MAAS-Global protocol where the assessor has to score a question near the end of a 
consultation: either under Closure as ‘general question‘, or under Management (item 6) as 
‘asking for patient’s response‘. An explanation for the not-significant change in item 6 
(Management) may be that the potential change was not acknowledged in the actual rating: 
absence of sub-items was not justified or sub-items were not absent. Apparently, in our sample 
this item did not change under the influence of context factors as much as we expected, even if 
closing remarks were scored more often under Management the second round. However, for the 
results to be corroborated, a more robust study is necessary. As our study is exploratory, the 
numerical changes we found must definitely be interpreted with diligence. 
The presence of contextual factors identified before is also confirmed, as all previously 
identified CFs in GP consultations were also found in the current sample [25]. However, CF 
frequencies found in this study cannot be generalized, as the sample is not sufficiently large. 
Although the representativity of GPs and patients in the sample is good, the frequencies only 
represent the consultations in the sample and were needed in this study to explore the 
magnitude of the effect on item scores. In our previous study, CFs were identified on the basis of 
inductive reasoning, using several rounds of systematic analysis to establish what factors could 
explain low scores. 
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Although there is wide recognition of the fact that professional competence is context-
dependent, this aspect has so far been neglected in assessment of GP communication with 
patients in authentic consultations 6,7,10,11. Now that we have found indications that, especially in 
workplace-based assessment, CFs can and need to be incorporated explicitly in judging 
communication performance, this way of assessment may enhance the credibility of 
communication training and assessment, not only for GPs but also in GP specialty training. 
Studies on GP trainee experiences 39,40 show that there is a need for this. The application of a 
context-specific protocol can do justice to clinical practice as it acknowledges the context-
specificity of GP (trainee) communication in their surgeries. It may also contribute to removing 
the artefact that is created by merely looking at the presence of generic communication skills. 
From recent research, we know that experts, when assessing trainee performance in practice, 
implicitly take contextual information into account 41-43. By explicating CFs and by designing a 
context-specific assessment protocol, we may have unveiled part of the internal and implicit 
process of weighing contextual information. We have made this process explicit and thus open to 
empirical research. However, although the context-specific rating protocol was based on this 
study and developed by three researchers with different backgrounds, a limitation is that the 
protocol has not yet been reviewed by other GPs.  
Explicitly accounting for CFs in workplace-based communication assessment can not only 
make performance scores more transparent, it may also raise their external validity. The 
characteristics of the various consultation-related CFs reflect current developments in family 
medicine in which a growing number of follow-up and preventive consultations concerning 
chronic disease management is seen for which protocols have been developed 44-46. However, 
although the rating process using the context-specific protocol leads to a more refined outcome, 
it also encompasses a long list of items to ‘tick’. Adding extra criteria to the assessment process 
may render it less feasible in practice. Raters, however, need to be sensitized for context 
influences and do it justice in their assessments, and they can be trained to do so.  
To determine the presence of context factors, some subjectivity is necessarily involved. As is 
shown in other studies on assessment of clinical performance, expert raters recognize context as 
an important factor modulating their assessment of, for instance, resident performance 41,43,47. 
Although we chose optimal rater consistency by having the same rater for both the first and 
second rating of communication performance and substantial inter-rater agreement between 
two raters was found in determining the presence of CFs in GP consultations, the inherent 
limitation is that this may have caused a bias to corroborate the hypothesized findings, both in 
the first and in the second rating. Therefore, keeping in mind the exploratory nature of the study, 
the results should be interpreted with care.  
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More research is needed to validate the currently established context factors and the protocol 
that we developed more rigorously. Moreover, as contexts change with time, also the way it will 
influence GP communication in their patient encounters will change. Therefore, context factors 
as well as a context-specific rating protocol will need to be updated regularly. 
Conclusion 
Assessment of professional performance is a complex enterprise, as so many behaviours 
seem to depend on contextual factors 22. We think that context factors should rather be 
considered as ‘signals’ than as ‘noise’ in GP communication assessment and that the results of 
our study in incorporating them are promising. Now, a more robust study can be carried out to 
find out if our results are generalizable. The context-specific rating protocol should be reviewed 
by other GPs, and other raters should apply the protocol to assess GP consultations to further 
validate our findings. Furthermore, for validation of the protocol, research should focus on 
experts rating communication and the way they incorporate contextual information in assessing 
communication performance.  
Although we do not claim to have found all relevant context factors in GP communication, the 
presence of CFs we did find and their influences on GP communication plead for a more context-
specific approach of communication assessment, as has been advocated before 7,10. Evidently, 
communication competence “is not defined solely by the presence or absence of specific 
behaviour, but rather by the presence and timing of effective verbal and non-verbal behaviour 
within the context of individual interactions with patients or families” 2. 
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Appendix 3: Context-specific rating protocol - specific rating rules per context factor 
 If this context factor is present then this (sub)item can justifiably be absent* 
 physician-related factors 
1.  physician knows patient and his social context  6.1  shared decision making 
8.3 explores within patient’s frame of reference 
10.3 uses understandable language 
2.  physician knows patients’  medical history 5.3 names findings and hypothesis / diagnosis 
5 Diagnosis 
8.3 explores within patient’s frame of reference 
3.  physician knows patients’ way of communicating 6.1 shared decision making 
8.3 explores within patient’s frame of reference 
8.4 responds to non-verbal behavior and cues 
9.1 explores / discusses feelings 
9.2 reflects feelings 
4.  physician is very experienced 12.1 logical sequence of phases 
12.2 balanced division of time 
 patient-related factors  
5.  specific patient verbal behavior 3.1 names request for help or expectations 
3.2 names reason for attending 
7.2 checks response to request for help 
8.1 explores request for help or expectations 
6.  specific patient non-verbal behavior - 
7.  patient is also treated by other provider 5.1 names findings and hypothesis / diagnosis 
12.2 balanced division of time 
8.  patient has a disease (diagnosis) or (recurrent) 
problem known to both physician and patient 
4 Physical Examination 
5.1 names findings and hypothesis / diagnosis 
9.  patient is familiar with (physical) examination (PE) 4.1 gives instructions to patient 
4.2 explains what is done in PE 
 consultation-related factors  
10.  single consultation 2 Follow-up consultation 
11.  first consultation in a series 2 Follow-up consultation 
12.  follow-up consultation in a series 3.1 names request for help or expectations 
3.2 names reason for attending 
4 Physical Examination 
5.1 names findings and hypothesis / diagnosis 
12.2 balanced division of time 
13.  consultation in a series based on protocol 
(initiative by physician) 
3.1 names request for help or expectations 
3.3 completes exploration request for help 
4 Physical Examination 
5.2 names cause or relationship between findings and diagnosis 
7.2 checks response to request for help 
8.1 explores request for help or expectations 
14.  consultation in preventive care (initiative 
physician) 
1.2 general orientation on reason for visit 
1.3 asking about other reason for visit 
2 Follow-up consultation 
3.1 names request for help or expectations 
3.3 completes exploration request for help 
4 Physical Examination 
5 Diagnosis 
7.2 checks response to request for help 
8.1 explores request for help or expectations 
9 Emotions 
12.1 logical sequence of phases 
15.  diagnosed problem is easily solved 9.1 explores / discusses feelings 
9.2 reflects feelings 
16.  problem urgently needs medical care 1.3 asking about other reason for visit 
3.1 names request for help or expectations 
6.1 shared decision making 
8.1 explores request for help or expectations 
12.2 balanced division of time 
17.  diagnosed problem is mainly psychosocial 12.1 logical sequence of phases 
12.2 balanced division of time 
18.  there is more than one person (patient) present - 
19.  characteristics of physical examination 4.1 gives instructions to patient 
4.2 explains what is done in PE  
* 
Numbers coincide with (sub)items on MAAS-Global (see Appendix 1) 
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Box 1: Examples how context factors for GP – patient encounters were identified 25 
 
  
 In our previous study, we used an inductive reasoning approach to identify context 
factors, acting on a micro-level of the GP – patient encounter, that could explain low scores 
in communication performance.  
In some consultations, we observed the patient and GP discussing the patient’s social 
and/or family circumstances (e.g. a patient who had recently had to move to a smaller 
house; a patient with a partner who has a serious health condition), or referring to prior 
contacts (e.g. in a consultation with a child that was taciturn and very difficult to engage) 
in the beginning of the encounter. In these encounters, the GP did not explore the patient’s 
context. From this, we inferred that the doctor probably already knew much of the 
patient’s context and there was a doctor-related context factor ‘knows the patient and 
his/her social context’ and ‘knows the patient’s way of communicating’ present, that could 
explain a low score on ‘Exploration’. 
 We also observed patients at the beginning of the consultation who, unsolicited, stated 
clearly and in detail their health problem and their related needs, preferences and 
expectations. The GP’s response in these cases was restricted to a few additional 
clarifications or a very short history taking prior to proceeding to the physical 
examination. We observed another patient who persevered in asking questions - out of 
anxiety or as a security check. This behaviour seemed to affect the GP’s communication, 
leading to a focus on answering the questions and providing reassurance, but also to a 
decrease in expressed empathy. From these observations, we identified the patient-related 
context factor ‘specific verbal behavior’, which, in the first case, could explain a low score 
on ‘Exploration’ and, in the second case, could explain a low score on ‘Empathy’. 
 Furthermore, we observed a difference between follow-up and preventive 
consultations – initiated by the GP – on the one hand, and single consultations, first 
consultations in a series, and other follow-up consultations on the other hand, in which the 
patient presented with a problem and the initiative to attend mainly lay with the patient. 
If, for instance, the initiative for a consultation lies with the GP, this would explain a low 
score on ‘Exploring the patient’s request for help’. Obviously, if asked for the reason for the 
encounter, the patient would reply: “I’m here because you asked me to be”. These 
differences were identified as consultation-related context factors.  
 Moreover, specific aspects of the presented problem were inferred as consultation-
related factors. For example, in dealing with complaints that were easily solved (e.g. 
removing cerumen or treating chicken-pox), we saw the GP not going into emotions. We 
inferred that, as these complaints usually have little emotional impact, there is no need for 
the GP to discuss emotions. Thus, this context factor could explain a low score on 
‘Emotions’. Another consultation-related context factor that could explain low scores on 
exploring the patient’s request for help or expectations, or shared decision making, is 
when the presented problem needs urgent medical care. In that case, the doctor’s agenda 
takes over – of course depending on the degree of urgency. We observed this latter context 
factor in a consultation in which the doctor seemed alarmed by the symptoms that the 
patient described. 
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Abstract  
Objective 
Acquiring adequate communication skills is an essential part of general practice (GP) specialty 
training. In assessing trainee proficiency, the context in which GP trainees communicate is 
usually not taken into account. The present paper aims to explore what context factors can be 
found in regular GP trainee consultations and how these influence their communication 
performance. 
Methods 
In a randomly selected sample of 44 videotaped, real-life GP trainee consultations, we searched 
for context factors previously identified in GP consultations and explored how trainee ratings 
change if context factors are taken into account. Trainee performance was rated twice using the 
MAAS-Global, first without and then with incorporating context factors. Item score differences 
were calculated using a paired samples t-test and effect sizes were computed. 
Results 
All previously identified context factors were again observed in GP trainee consultations. In 
communication assessment scores, we found a significant difference in 5 out of 13 MAAS-Global 
items, mostly in a positive direction. The effect size was moderate (0.57).  
Conclusions 
GP trainee communication is influenced by contextual factors; they seem to adapt to context in a 
professional way.  
Practice implications 
GP specialty training needs to focus on a context-specific application of communication skills. 
Communication raters need to be taught how to incorporate context factors into their 
assessments. 
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Introduction  
In postgraduate specialty training, working in daily practice is considered to create an ideal 
and essential learning environment for acquiring the necessary professional expertise 1. During 
the GP specialty training, learning adequate communication skills is part of the programme and 
supported by off-the-job training. For the most part, the trainee’s learning process is guided by 
experiences in daily practice. There are indications, however, that the growth of communication 
skills of GP trainees is limited 2-5 although two recent studies show that some improvement can 
be found 6,7. This limited growth may be attributed to several causes, such as transfer problems 
8,9 or a communication training programme that is not sufficiently aligned with the context of 
daily practice 10,11 and the personal learning needs of the participants 12-16. However, it may also 
be due to the way communication performance is assessed 17-19.  
Communication levels are usually assessed by rating the performance against predefined 
generic communication skills standards 11,20,21. However, clinical communication is a goal-
oriented activity 22 and context-dependent 10,11,17,22-28. The assumption that workplace-based 
assessment of communication skills can be done in a non-specific, context-independent way may 
therefore be unjustified 17,19,22,29. If we want to acknowledge context influences on 
communication, assessment of communication performance in daily practice consultations 
should be done in a context-specific way.  
In a previous study, we found indications that GP communication performance scores are 
higher if context factors are taken into account 30. The influence of context-specific assessment 
on GP trainee performance scores has not been studied yet. We know that there are 
considerable differences between the patient mixes of trainers and trainees during GP specialty 
training 31. Moreover, patients tend to present less chronic or emotional problems in trainee 
consultations 32. Therefore, it would be useful first to verify if the same context factors can be 
found in GP trainee consultations as were found previously in GP consultations 33.  
Furthermore, it is unclear to what extent differences in context factors affect the assessment 
of GP trainee communication. Trainees possibly encounter fewer context factors that have 
shown to influence communication in GP consultations or are less skilful in dealing with context 
factors, indicating that GP trainees may have things to learn in handling context factors in a 
consultation. Therefore, in this exploratory study, our first research question is: What context 
factors can be identified in GP trainee consultations? The second research question is: How do 
communication performance scores of GP trainees change if context factors are taken into 
account? The results were compared to those of a reference group of experienced GPs from a 
previous study 30.  
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Methods  
Data set and sample size  
To answer both our questions, we used a set of real-life videotaped GP trainee – patient 
consultations, taken from a database of 467 videotaped consultations which were recorded as 
part of a video-observation study performed by AMC Amsterdam 34. The GP trainees were in 
their first year of the GP specialty training, doing their own surgeries. The consultations were 
recorded for research purposes at 9 months in their first GP internship and were not part of a 
formal, summative assessment in the training programme.   
A sample of 44 consultations would provide enough power to establish a minimal relevant 
difference between the two ratings of 0.45 (α = 0.05, β = 0.10) on item scores 6. Therefore, 22 out 
of 29 GP trainees who had provided digital recordings, were randomly selected. From each of 
these trainees we selected two (the 4th and 5th) consultations. We excluded the first three 
consultations in order to minimize the stage-effect for the trainee having to get used to the video 
recording.  
Procedure  
To answer the first research question, each consultation of the sample with 44 consultations 
was viewed by one rater (BA) who examined the presence of context factors using the list 
resulting from our previous study 30. (see Appendix 4 for definitions, operationalizations and 
examples of previously identified context factors). 
To answer the second research question, another rater (GE) rated the same sample of 44 
consultations twice using the same rating instrument (the MAAS-Global) 35. The rating of the GP 
trainee communication performance was purposefully done both times by the same rater (GE) 
to exclude noise produced by heterogeneity of raters 36. Intra-rater reliability had been found 
good in the previous study 33.  
The first rating was performed in the standard way, following the guidelines of the MAAS-
Global Manual. In the second rating, context factors were explicitly taken into account (See 
figure 1). For the incorporation of context factors into the rating process, we used a context-
specific rating protocol, developed in our previous study, in addition to the MAAS-Global Manual 
30. In between standard and context-specific rating, a second rater (BA), a GP and an experienced 
faculty member, observed and rated the consultations for the presence of context factors, by 
using the list of previously identified context factors shown in Table 1. Prior to the context-
specific rating, GE received a data sheet from BA on the presence of context factors in each of the 
consultations. Differences on the identification of context factors that arose during the second 
rating were discussed between GE and BA until agreement was reached. Subsequently, GE noted 
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the presence of the context factors on the MAAS-Global rating sheet for each consultation and 
indicated which of the new rating rules could be applicable in that consultation. After this, the GP 
trainee communication performance was rated the second time using the adapted MAAS-Global 
protocol.  
 
 Step 1 
 
  Step 2 (standard rating) 
 
 
 Step 3  
 
 
 
 
       Step 4  
 
 
 
 Step 5 (context-specific                            
rating) 
 
 Figure 1: Procedure of incorporating context factors into communication assessment  
The study was carried out between July 2011 and September 2012. The time lapse between 
first (standard) and second (context-specific) rating was 13 months.  
Observational framework  
The MAAS-Global is a validated communication assessment instrument, which serves as a 
guideline for patient-centred and task-oriented medical communication 20,37. It is widely used in 
undergraduate medical and GP specialty training in the Netherlands 38,39. The MAAS-Global 
consists of 13 generic communication items that can be rated on a 7-point Likert scale, ranging 
from 0 (‘absent’) to 6 (‘excellent’). Two items can also be scored ‘Not applicable’. Each item has 
three or four sub-items that indicate criterion behaviour (See Appendix 1). The MAAS-Global 
manual offers guidelines to rate communication skills, and acknowledges that context factors 
play a role but leaves implicit how to incorporate contextual influences.  
The context-specific rating protocol accounts for the absence of certain communication skills 
as a result of the presence of one or more context factors and at the same time keeps the existing 
In each consultation possibly absent (sub-) 
items in MAAS-Global identified (GE) 
Sample of 44 
consultations selected  
Context factors identified in 
sample (BA) 
Standard rating with 
MAAS-Global (GE) 
Context-specific rating with MAAS-Global 
using context-specific protocol (GE) 
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rating rules of the MAAS-Global Manual intact. Additional file 2 presents the protocol and the 
ascertained relationships (See Appendix 2). In order to stay in line with the MAAS-Global rating 
rules, the central assumptions in the protocol were:  
 If a sub-item is justifiably absent as a result of the presence of one or more context factors, 
it should not weigh on the item scores.  
 If an item is justifiably absent due to the presence of one or more context factors, it should 
be scored ‘Not applicable’.  
In order to perform the context-specific rating, on the MAAS-Global scoring form for each 
consultation, the presence of context factors was noted. Having established the context factors in 
the consultations, the context-specific rating protocol could be applied.  
Analysis  
In order to establish the presence of context factors in the GP trainee consultations, the rater 
used the list of context factors that were identified in a previous study, shown in Table 1 (Table 
1) 33. Moreover, the rater looked for new context factors in the GP trainee setting. Findings were 
compared to those of a reference group of experienced GPs from a previous study 30.  
To analyze the influence of context factors on trainee rating, we calculated the number of 
applicable MAAS-Global items per consultation, with and without accounting for context factors, 
as this number is used as the denominator to determine the overall score on the MAAS-Global 
6,36,37,40.  
The effect of the context-specific rating was tested by calculating the significance of the 
change in scores, using a paired t-test for repeated measurement in the same sample (SPSS 
20.0). To determine the relevance of the difference between the two ratings, the effect size was 
calculated for the difference between the individual MAAS-Global item scores and for the 
difference between the total average scores per consultation, divided by their pooled initial SDs; 
a d of 0.2 was considered a small effect, a d of 0.5 as a moderate effect, and a d of 0.8 as a large 
effect 36,41,42. Mean items scores and total average scores as well as effect sizes were compared to 
those of the reference group of experienced GPs 30.  
Ethical regulations  
The study was performed according to Dutch privacy legislation. The privacy regulation was 
approved by the Dutch Data Protection Authority. All participating GP trainees and patients gave 
informed consent for recording the consultation. According to Dutch legislation, approval by a 
medical ethics committee was not required for this observational study.  
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Results  
Sample characteristics  
The 22 GP trainees mean age was 29.5 (SD 4.2) and 17.4% was male. In the overall GP trainee 
population, mean age in 2009 was 31.3 and 28.6% was male [43]. The 20 GPs in the sample, that 
we compared the trainees with on the presence and influence of context factors, were 
comparable in gender, age, and practice type to the Dutch GP population (35% female GPs, mean 
age 49 yrs (SD: 6.4) vs. 51 yrs (SD: 5.9)), although urban practices were somewhat 
overrepresented 44.  
Presence of context factors 
In the GP trainee consultations, we actually found all 19 context factors that were previously 
identified in GP consultations and no new ones were identified (Table 1). There was no need to 
change the categorization of the context factors (doctor-related, patient-related, and 
consultation-related factors).  
Table 1 lists the context factors found in the GP trainee and GP consultations, and their 
frequencies. Doctor-related factors show the largest frequency differences: GPs seemed to know 
the patients more often than GP trainees (29 out of 40 vs. 11 out of 25), as well as their patients’ 
way of communicating (29/40 vs. 12/44). They also seemed more informed about their medical 
histories (35/40 vs. 21/44) and were more experienced. Except for small differences in specific 
non-verbal behaviour (1/40 vs. 9/44) and in patients' familiarity with the physical examination 
(23/40 vs. 28/44), there were no frequency differences observed in the patient-related context 
factors and few such differences observed in consultation related context factors. GP trainees 
seemed to encounter slightly more single consultations (26/44 vs. 23/40), and more first 
consultations in a series (10/44 vs. 4/40) but fewer follow-up consultations (9/44 vs. 11/40). 
Furthermore, GPs more often saw more than one person in their consultations (12/40 vs. 8/44).  
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Table 1 Context factors in GP (N = 40) vs. GP trainee (N = 44) consultations 
  in GP 
N (%) 
in GP trainee 
N (%) 
 doctor-related factors   
1.  doctor knows patient and his social context  29  (72)  11 (25) 
2.  doctor knows patients’  medical history 35  (88)  21 (48) 
3.  doctor knows patients’ way of communicating 29  (72)  12 (27) 
4.  doctor is very experienced 34  (85)  4 (9) 
 doctor-related factors (total) 127 48 
 patient-related factors   
5.  specific patient verbal behaviour 11  (27) 11 (25) 
6.  specific patient non-verbal behaviour 1  (3)  9 (20) 
7.  patient is also treated by other provider 12  (30)  14 (32) 
8.  patient has a disease (diagnosis) or (recurrent) problem known 
to both doctor and patient 
24  (60)  27 (61) 
9.  patient is familiar with (physical) examination (PE) 23  (58)  28 (64) 
 patient-related factors (total) 71 90 
 consultation-related factors   
10.  single consultation 23  (58)  26 (61) 
11.  first consultation in a series
1 
4  (10)  10 (23) 
12.  follow-up consultation in a series
2 
11  (28)  9 (20) 
13.  consultation in a series based on protocol (initiative by doctor)
3 
1  (3) 1 (2) 
14.  consultation in preventive care (initiative doctor)
4 
1  (3)  0 (0) 
15.  diagnosed problem is easily solved 3  (8)  1 (2) 
16.  problem urgently needs medical care 1  (3)  1 (2) 
17.  diagnosed problem is mainly psychosocial 2  (5)  2 (4) 
18.  there is more than one person (patient) present 12  (30)  8 (18) 
 consultation-related factors (total) 57 58 
19.  characteristics of physical examination: 
- simple 
- invasive 
- intimate 
- superficial 
- leaves room for talk 
- requires full attention 
 
30  (75)  
4  (10)  
6  (15)  
29  (73)  
10  (25)  
27  (68)  
 
26 (59) 
13 (29) 
16 (36) 
24 (54) 
9 (20) 
36 (82) 
1 a first consultation in a series is a consultation in which no diagnosis is being made and the patient is referred for further tests, or in 
which doctor and patient agree to a follow-up consultation for check-up purposes. 
2 a follow-up consultation in a series is a second or consecutive consultation concerning a complaint or problem for which a referral 
was made, or that was agreed upon by patient and doctor. It is also marked as a follow-up consultation if the patient has been 
referred for specialist care (even if surgery took place) and the patient comes back to report on that. (no maximum time span is 
indicated). 
3 a protocol based consultation is a consultation, concerning a prior diagnosed complaint or problem, that is initiated by the doctor 
on the basis of a protocol or clinical practice guideline. 
4 a preventive consultation is a consultation that is initiated by the doctor on the basis of a protocol or clinical practice guideline 
(diagnosis or disease is not necessarily established). 
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Table 2 Results of application of context-specific rating protocol GP trainee vs. GP consultations 
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Influence of context factors on assessment outcomes  
For GP communication assessment scores, we found a significant difference in 5 out of 13 
MAAS-Global items between scores with or without incorporating context factors (in Opening, 
Physical Examination, Management, Summarizing and Structuring) (see Table 2). The scores in 
almost all items (except for Closure) went up. Effect sizes of the changes in scores are small, in 
one item moderate (Structuring), and in two items large (Introduction and Physical 
Examination). The effect size of the mean overall scores was moderate (0.57). 
 
Discussion 
Despite differences in patient mixes and the fact that patients tend to present less with 
chronic or emotional problems in trainee versus GP consultations 31,32, we found the same 
context factors in GP and GP-trainee consultations. Moreover, no new ones were identified. This 
finding is striking as it indicates that context factors may be just as relevant to GP trainee 
consultations as they are to GP consultations although their frequencies may differ. Obviously, 
the largest frequency differences were seen in the doctor-related context factors; as a 
consequence of having worked in the same practice for years, GPs seem to know their patients 
better in the medical, psychological, as well as social sense. Furthermore, GPs were 
unsurprisingly observed to be more experienced than GP trainees (34/40 vs. 4/44). The sample 
we used being relatively small, we cannot attach too much relevance to the frequencies we 
found. To assess frequency differences, the study should be replicated with larger samples.  
Theoretically, being seen by a GP trainee can be considered a context factor of its own: 
patients will need to have more patience, as the trainee is less sure of himself and his judgment, 
has less internalized illness scripts, demonstrates more explicit summarizations and, all in all, is 
slower in his consultations 32. Moreover, different communication patterns identified by 
conversation analysis showed that experienced GPs are better at responding to the information 
provided by their patients, and adapt and structure the consultation accordingly. Experienced 
GPs tend to less hang on to a fixed structure. In contrast, GP trainees appear to focus on the 
structure of the consultation and only bring up new topics when they feel ready to do so 45. 
However, ‘being a trainee’ does not meet the criteria we set for a context factor to be identified 
as such. Therefore, we do not consider ‘being a trainee’ a context factor for communication 
assessment.  
Incorporating context factors in assessment has a smaller, but still moderate, influence on 
performance outcomes in GP trainees versus GPs (Table 2). In GP assessment, we found 
significant differences in 11 out of 13 item scores, whereas in GP trainee consultations, these 
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were found in only 5 items. Furthermore, effect sizes of the changes of GP trainee scores are 
smaller than those in GP scores, except for the items Introduction and Physical Examination (see 
Table 2). This more moderate effect in trainee consultations is logical firstly from a chance 
perspective, as there are more context factors present in GP consultations that can produce 
justifiable differences in assessment than there are in GP trainee consultations (255 vs. 196). 
Moreover, it is logical from the difference in doctor-related context factors: GPs know their 
patients better and have more experience than GP trainees. The larger effect sizes in trainee 
consultations on the items introduction and physical examination may be explained by the fact 
that trainees tend to spend more time on these aspects than experienced GPs 46. Although there 
was no need for it in the specific context, the trainees tended to communicate on these aspects 
and were valued for it. Apart from that, the small sample size may have caused this somewhat 
unexpected effect.  
In some ways, GP trainee communication seems more ‘by the book’ than that of GPs, which is 
reflected by the higher scores of GP trainees in the item Request for help; in the GP trainee’s off-
the-job training, this item is emphasized over and over again as an important aspect of the 
doctor-patient encounter 47,48. Although there is a possible pitfall, an experienced GP who knows 
his patients, when consulting with a patient, may more often anticipate where the consultation is 
going rather than explicitly explore the patient’s current request for help. Furthermore, 
experienced GPs rely on contextual information more often in their diagnostic tasks, which will 
influence communication patterns 46. Also with respect to structuring, a higher effect was to be 
expected in GP consultations due to their experience 45. Nevertheless, the results also suggest 
that GP trainee communication is influenced by contextual factors too and that, in 
communicating with patients in everyday, authentic consultations, they will develop their 
experience and deal with these context factors in a professional way. This would suggest that 
incorporating context factors in communication is an effect of accumulating professional 
expertise.  
Strengths and limitations  
This study was based on 44 GP trainee consultations. Therefore, the results should be 
considered with care; we have found indications of the direction that context-specific 
assessment may take in GP trainee consultations. Also context factor frequencies found in this 
study cannot be generalized, as the sample is not sufficiently large for this; the results only 
represent the consultations in the sample. Furthermore, as this study aimed to explore the effect 
on item scores, the results cannot be generalized to all GP trainee communication scores.   
In assessing the presence of context factors, some subjectivity is necessarily involved. For our 
study, substantial inter-rater agreement between two raters was found in determining the 
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presence of context factors in GP consultations 33. As is shown in other studies on assessment of 
clinical performance, expert raters recognize context as an important factor modulating their 
assessment of, for instance, trainee performance 49-51 and take this along implicitly. Efforts 
should be made to make this process explicit. However, to assess the generalizability of our 
findings, more robust research needs to be done.  
Although we chose optimal rater consistency by having the same rater for both the first and 
second rating of communication performance, the inherent limitation is that this may have 
caused a bias to corroborate the hypothesized findings. To minimize bias, the time lapse 
between both ratings was over one year. However, keeping in mind the explorative nature of the 
study, the results should be interpreted with care.  
Conclusion  
In conclusion, we did find indications that significant changes in communication performance 
scores can be found when assessing context specifically. In consultations where context factors 
are present that may strongly influence item scores, context-specific assessment may lead to 
different outcomes – also in GP trainee consultations. Therefore, we think that taking context 
factors into account may lead to a more valid assessment of communication performance.  
Practice implications  
Implications for further research 
In this study we found several context factors present in GP trainee consultations that may 
affect communication performance. Explicitly accounting for context factors in workplace-based 
communication assessment will not only make performance scores more transparent, it may 
also raise their external validity. We have made the process to incorporate context factors 
explicit and therefore open to empirical research.  
The rating process using the context-specific protocol may make a difference in GP trainee 
consultations but it also encompasses a long list of items to ‘tick’. However, as communication is 
a context-dependent and goal-oriented activity 22, assessment can only be done properly if both 
are taken into account. Therefore, in future research, GP trainees could be asked to fill out the 
context factors checklist for each consultation. The hypothesis that context factors make a 
difference for performance scores can then be tested by rating these consultations twice: one by 
raters following the standard, generic way described in the MAAS-Global Manual and without 
any knowledge of the contextual factors and one by other raters that use the context-specific 
rating protocol.  
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Implications for education  
In the GP Specialty Training, the workplace experiences of GP trainees need to be taken more 
seriously. Knowing that they encounter the same context factors in their consultations, we need 
to help trainees use their knowledge of various context factors systematically in their 
communication and not only teach them to communicate ‘by the book’. It would be useful to 
teach trainees to apply communication skills more deliberately attuned to patient-related and 
consultation-related context factors. Trainees can be made aware that applying communication 
skills is not a matter of ‘one size fits all’.  Professional communication requires adaptation to the 
specific characteristics of the patient and the situation. Therefore, in training programmes, 
different contexts should explicitly be addressed. Explicating context factors presented in this 
paper can also help (oftentimes ‘unconsciously competent’) GP trainers to give adequate and 
specific feedback to their trainees.  
Furthermore, in training communication assessment, raters can be made aware of the 
influence of context factors on communication and instructed to account for these factors in a 
protocolized way.  
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Abstract  
Background 
Assessment of communication in real-life, authentic consultations is a complex task. Generic 
assessment instruments help, but may also have disadvantages. The generic nature of the skills 
being assessed by these instruments does not provide indications for context-specific behaviour 
required in various practice situations; context influences are – at the most – taken into account 
implicitly. In this study, the research questions are: 1. What factors do trained raters observe 
when rating workplace communication? 2. How do they take context factors into account when 
rating communication performance with a generic rating instrument?  
Methods 
Nineteen general practitioners, all trained in communication assessment with a generic rating 
instrument (the MAAS-Global), participated in a think-aloud protocol reflecting concurrent 
thought processes while assessing videotaped real-life consultations. They were subsequently 
interviewed to answer questions explicitly asking them to comment on the influence of 
predefined contextual factors on the assessment process. Results from both data sources were 
analysed. We used a grounded theory approach to untangle the influence of context factors on 
GP communication and on communication assessment. 
Results 
Both from the think-aloud procedure and from the interviews we identified various context 
factors influencing communication, which could be categorized into doctor-related (17),  
patient-related (13), consultation-related (18), and education-related factors (18). Participants 
had different views and practices on how to incorporate context factors into the GP(-trainee) 
communication assessment. 
Conclusions 
Raters acknowledge that context factors may affect communication in GP consultations, but 
struggle with how to take contextual influences into account when assessing communication 
performance in an educational context. To assess practice situations, raters need extra guidance 
on how to handle specific contextual factors. 
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Background  
Assessment of clinical performance in real-life, authentic consultations, i.e. judging ‘good 
clinical practice’, has been proven to be a complex task1-4. Raters in workplace-based assessment 
are not merely passive instruments, but active agents who may take – more or less explicitly – 
various factors into account when rating clinical performance, including context5-10. Contextual 
influences in the doctor-patient encounters are not only apparent in clinical performance as a 
whole. In recent years, several researchers have argued that context factors also have a specific 
impact on doctor-patient communication in health care11-14. In daily practice consultations, it is 
therefore impossible to say beforehand, what “good communication” is, as contextual influences 
will be different in each encounter15,16.  
In many studies on communication assessment, generic communication skills instruments 
are used, and performance is largely expressed in terms of those generic skills only17-23. 
Assessment of communication performance of GP trainees in daily practice consultations in 
generic terms suggests a suboptimal increase in performance on communication skills over the 
course of training20, although other studies show that some improvement can be found22,24. In all 
studies, a generic instrument was used to assess communication performance19,21. In order to 
obtain a fair and informative assessment, context should be incorporated into the assessment14. 
The generic nature of the skills listed therein, however, does not provide indications for the 
context-specific behaviour that is required in various practice situations13,25. This may present a 
problem in assessment as the absence of criteria makes it difficult to value and incorporate the 
specific context in which the communication takes place. 
In previous exploratory studies, we identified several context factors in general 
practitioners (GP) communication in daily practice26. In these studies, context factors were 
identified as observable factors relating to either the doctor, the patient, or the consultation. 
Subsequently, we found that there is a relevant and meaningful influence on communication 
performance scores if context factors are explicitly incorporated in the assessment of 
communication in the workplace27,28. These studies made us wonder how raters, who regularly 
assess GP trainees’ communication in videotaped, daily workplace consultations, take context 
factors into account when assessing GP trainees’ communication performance. Therefore, our 
research questions in this study were: (1) What factors do GPs, working as trained raters in the 
GP Specialty training, observe when rating workplace communication? and (2) How do raters 
take context factors into account when rating communication performance using a generic 
rating instrument? In this exploratory study, a qualitative methodology was used to generate 
rich information on the inner processes of the raters as spontaneously as possible. 
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Methods 
Participants and procedure 
In the Dutch General Practitioner (GP) Specialty Training programme, GP trainee 
communication performance is assessed several times during the three years of training on the 
basis of videotaped, real-life consultations29. Trained GPs involved in such communication 
assessment in the GP Specialty training programme of the Radboud University Medical Centre 
and the Leiden University Medical Centre were invited to participate in the study. All these GP 
teachers had received training in performance assessment with the MAAS-Global30. We obtained 
e-mail addresses through mediation of the first and third author (GE and PD). Potential 
participants (n = 40) received an e-mail informing them about the study and asking whether 
they would be interested in participating (September 2012). Subsequently, if they reacted 
positively, raters were invited to participate (October-November 2012). We aimed to interview a 
maximum of 20 and a minimum of 12 GP teachers, as saturation can be expected after 12-15 
interviews31. The invitations were sent to each rater individually and up to 2 reminders were 
sent. Informed consent was obtained prior to participation.  
Study design 
In this exploratory study, a qualitative methodology was used. Data were gathered from two 
sources. Firstly, the GP teachers were asked to first participate in a think-aloud protocol in order 
to reveal their thought processes while assessing videotaped real-life consultations. Two real-
life videotaped GP trainee – patient consultations, in which the trainee provided counseling to 
real patients in general practice, were selected that depicted several context factors previously 
identified as potentially impacting communication26. Both consultations (of approximately 8 and 
13 minutes in length) were taken from a database of 467 videotaped consultations, which were 
recorded as part of a video-observation study performed by AMC Amsterdam24. The 2 
consultations contained different contextual conditions often seen in general practice. 
Consultation 1 (common cold in a young child) included presence of both children and parents 
in the encounter as well as a language barrier. Consultation 2 (follow-up consultation) included 
the issues of possible urgency, multiple patient complaints, patient being knowledgeable about 
physical examination and specific patient behaviour: trivialising fear. Each participant assessed 
the same two videos, but we alternated the order in which the consultations were seen to 
prevent an order effect. The participants observed and assessed the videotapes individually and 
did not have access to any other clinical information (e.g. written medical records) about the 
patients. The only information they received was  that the GP trainees were at nine months in 
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their first of three years of training and at that time working in a general practice. Participants 
were asked to think aloud while observing and assessing the GP trainee performance. 
Secondly, directly following the think-aloud protocol, participants were subjected to a semi-
structured interview, in which we explicitly asked to comment on the influence of context 
factors on assessment. In this interview, raters were questioned on the thoughts they had 
concerning the context factors that were present in the consultation. Subsequently, they 
answered an open ended question on how they would consider these context factors  to 
influence their assessment of GP trainee communication (see Appendix 1 Think-aloud protocol 
and interview questions). All sessions (think-aloud and interview) were recorded on audiotape, 
transcribed verbatim and anonymized. 
A member check was done by sending a written summary of the interview to the 
participants. The document verbally summarised the assessment of both consultations as well as 
the statements the interviewee had made regarding context factors he or she took into 
consideration in assessing the GP trainee communication. 
Communication assessment instrument 
The MAAS-Global was used as the instrument to assess GP trainee communication  
199120,30,32. The MAAS-Global consists of 13 generic communication items that can be rated from 
0 (’absent’) to 6 (’excellent’). Each item has three or four sub-items referring to criterion 
behaviour (see Chapter 3, Appendix 1). The raters were instructed to assess the trainee 
performance as they would normally do and to think aloud while rating the GP trainee 
communication performance. 
Data analysis 
Because of the explorative nature of this study we performed a qualitative content analysis 
using the constant comparative method33. Atlas-ti 7.1 software was used to process the data. As 
a first step, in order to achieve data reduction, three researchers (GE, PD, and AK) independently 
read and coded the first three transcripts. In this interpretive process the raw data are broken 
down into larger chunks by assigning conceptual labels to text fragments from the interview. In 
Atlas-ti, the text fragments were labelled to indicate their source (think-aloud or interview 
questions). Following the initial coding of these three interviews, the three investigators met to 
compare and discuss the codes, resolve differences and develop a code book to be used for 
further analysis. With the resulting codebook, they independently coded a fourth interview, in 
which new codes could be added or codes altered. In the subsequent comparison, no more new 
codes came forward, so we assumed that saturation had been reached. Based on the discussion, 
the codebook was fine-tuned and the remaining interviews were coded by PD and GE.  
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Four researchers (AK, SD, PD and GE) studied the coded text fragments to look for emergent 
themes. Codes referring to the same phenomenon were grouped into categories and categories 
were grouped into themes. Next to the open coding we used the previously described context 
factors as codes within the theme ‘Context factors’26. For this paper, we primarily focused on 
codes and text fragments relating to context factors. 
Ethical regulations 
The study was performed according to Dutch privacy legislation. The privacy regulation was 
approved by the Dutch Data Protection Authority. All participating GP registrars and patients 
signed an informed consent form before the recording of the consultation. All participating 
raters were informed beforehand on the procedure and the subject of the study, and signed an 
informed consent form before the recording of the think-aloud interview. Approval by the Dutch 
medical-education ethics board of NVMO was given for this observational study (NVMO-ERB 
173). 
 
Results 
Characteristics of participating GP raters 
A total of 19 GP communication raters (10 from Leiden University Medical Centre, 9 from 
Radboud University Medical Centre) participated in this study (7 male, 12 female). Mean 
number of years experience as a GP was 17.4 (SD = 11.7) ranging from < 1 year to 38 years. On 
average, they had 6.2 years of experience in communication assessment (SD 5.4, range 1-21 
years). All participants reacted to the member check and found the summarizations adequately 
representing their thoughts. We included all interviews in our analysis, while saturation was 
reached after 15 interviews. 
 
What context factors are perceived to influence communication rating? 
Both from the think-aloud procedure and from the interviews we found that raters perceive 
various context factors to be present in the consultations. During the think-aloud procedure, 
based on observing two consultations, 17 raters spoke of context factors changing the 
communication between GP and patient. These factors stemming from the context of the 
consultation could be categorised into doctor-related, patient-related and consultation-related 
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factors. Nine raters named doctor-related factors, 7 named patient-related factors and 16 named 
consultation-related factors. For example, a statement like “Well, it’s part of what going on here: 
these people [GP trainee and patient] obviously have seen each other before, so this is part of their 
way of communicating” (THAL – 2243) was considered a doctor-related context factor “Doctor 
knows the patient”. Moreover, 15 raters named education-related factors affecting their rating 
the GP trainee-patient communication. For instance, the text fragment “If it’s a bad or borderline 
performance, I observe the video again. I’ll put it aside for a while and then look at it again to see if 
it’s really that bad. Because I feel sorry for the trainee.” (THAL – 1145) was labelled as the 
education-related factor “Borderline performance”. 
In the subsequent interview, all raters made statements about context factors influencing 
communication and communication rating, in part concerning the context of the consultation 
(17 on doctor-related, 13 on patient-related, 18 on consultation-related factors) and in part 
referring to the context of rating (18 on education-related factors). In total, 27 different factors 
were named to influence communication rating. The raters named fewer context factors 
spontaneously in the think-aloud process than in the subsequent interview. In the latter, they 
were specifically confronted with the questions on context influences. Quotations on context 
factors are presented in Table 1 (see Table 1). 
How do raters take context factors into account when rating communication 
performance? 
The participants had different views how to incorporate context factors into the assessment 
of the GP (-trainee) communication performance. All raters strived to be careful in assessing the 
GP trainee but, in determining a mark, 14 raters said that context factors make a difference, 
whereas 4 raters explicitly stated that for them it makes no difference. If, on the other hand, 
information on the context of the consultation is lacking or if the structure in the consultation is 
flawed, e.g. due to the presentation of two or more problems, many raters felt that assessment 
became more difficult and strenuous.  
In situations where there is tension in applying the instructions of the Manual, this was for 
the most part resolved by giving narrative feedback to the GP trainee in terms of “I scored low, 
but you did well”. Some raters tried to compensate a possible low item score by heightening 
other item scores or by looking for mitigating factors in the situation, in order to do justice to the 
GP trainee: “If the consultation is complex, I think I would tend to grade the trainee higher.” (THAL 
1130). Other raters feared that their assessment will lack all objectivity if context or 
circumstances were taken into account. They expressed their wariness to diverge from standard 
procedures and guidelines, because, in their view, it might lead to arbitrariness in assessment: 
“In all fairness, however, I think that the MAAS-Global will lose its value if you start taking all kinds 
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of circumstances into account” (INT 2237). Some, however, seemed to come to a standstill in the 
conflict: they do not finish their sentence, or give a vague answer, or evade the issue: 
 “Ah, well, yes, what does it matter, with such a simple complaint? How important should I 
make it...?” – THAL 2231;  
  “If you don’t hear things, you can’t score them. However, in the context of a consultation it 
could be logical that it’s not there, but if you want to be objective, then ... maybe you should 
rate it ‘not sufficient’, although that would not be fair” – INT 1145.  
Only a few raters were clear on the way they would like to handle or amend on the scoring rules:  
 “In this case, because it’s quite an easy problem, I’ll give her a 2 instead of a 1, as there is no 
real necessity to inquire any further.” – THAL 2248.    
  “If in a consultation the diagnosis is known, I would like to be able to rate that item ‘not 
applicable’ instead of ‘zero’” – INT 2237. 
Lastly, a combination of context factors might affect the way that communication is rated. 
Especially in the case of a borderline performance, other context factors may influence the 
rating, such as the complexity of the consultation, the doctor not being a native speaker, or the 
presentation of multiple complaints: “There, in the end I would mark it ‘sufficient’ mainly because, 
eventually, he does have a diagnosis and management proposal for the arm” (THAL-2235).  
 
Discussion 
The results of this study reconfirm the influence of context on clinical performance 
assessment5-7. Raters named doctor-related, patient-related, consultation-related factors, 
stemming from the context of the consultation, and education-related factors, referring to the 
context of rating, to influence GP-patient communication assessment. These findings confirm the 
validity of previously found context factors for communication26. For the greater part, they 
resemble those context factors and can also be classified into the same categories. It seems that 
the specific questions in the interview triggered considerations that stayed below the 
consciousness threshold in the think-aloud process. Thinking aloud during an assessment of a 
real-life workplace consultation may have taken up too much cognitive load to leave room for 
reflection at the same time2. 
In the current study, four other factors in the context of the consultation were named that 
can influence communication: the cultural or language background of the doctor, the presence of 
children, more than one problem presented by the patient, and the presentation of a rare and 
complicated medical problem. The cultural and language background of the doctor was not 
identified previously, but it aligns with studies that found that communication performance is 
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related to cultural background and health care setting34,35. Moreover, GP trainees with a different 
cultural or language background were found to have more difficulties in communication tasks36, 
whereas native speakers perform better in communication skills24. The presence of children and 
the presentation of more than one complaint were also found to be relevant context factors in 
other studies37. For these factors to be treated in the same way in communication assessment as 
the previously identified context factors – in the sense that they may lead to “justifiably absent 
(sub-)items on the MAAS-Global”, more research is needed26. These findings show that our 
previous findings may not have been exhaustive and that, even within the limited setting of a GP-
patient consultation, more relevant context factors for communication may be identified. It also 
indicates that context-specificity is a truly multi-faceted concept13. 
The think-aloud procedure and interviews also generated rich information on the process of 
how raters come to a conclusion regarding the rating of communication performance. First of all, 
raters evidently put much effort in making a careful and balanced judgment of the GP trainee. 
They all seem well aware of the impact and value of their assessments to GP trainees and they 
try hard to do their job well2. Secondly, many raters expressed a wish to see more consultations 
of the GP trainee in order to validate their judgment. This is consistent with findings that raters 
lack confidence in their judgment if they only see a trainee in one occasion38. Thirdly, especially 
in borderline performances, some raters explicitly named the complexity of the consultation to 
mitigate their judgment. This seems to support previous findings that raters tend to assign 
marks just above the pass mark threshold38.  
Regarding our second research question how raters take context factors into account when 
rating communication performance, we found conflicting results. All raters recognized and 
acknowledged the importance of context, and could identify several context factors influencing 
GP-patient communication, but they had different views with regard to taking context into 
account in communication assessment. Being questioned upon the topic, many appear to get 
caught in a conflict between their perceptions of the practice situations (the ‘real world’) versus 
the guidelines in the MAAS-Global Manual. In the Manual, however, raters are given the freedom 
to interpret the quality of the observed performance against the criteria for ‘excellent’30. 
Furthermore, the Manual states that different contexts may need additional instructions30. The 
different ways that the raters handle context factors may well account for differences in the way 
the GP trainees are rated. In the training programmes in which the interviewed raters 
participate (Leiden and Nijmegen), the MAAS-Global is used in a summative way for first year GP 
trainees. Therefore, we would argue that these workplace-based assessments be used primarily 
as formative assessments in educational contexts, and would caution against its use as 
summative. Secondly, considering the way that the raters are able to express the relationship 
between context and communication, the narrative feedback on the performance deserves a 
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more prominent place in education than the ratings. The content and richness of the narratives 
is much more important for learning than a pass or fail. This corroborates recent findings from 
other studies on assessment and feedback in workplace-based learning39,40. It is also consistent 
with current views on assessment programmes in medical education41,42. Thirdly, it is necessary 
to address the relationship between context and communication in rater training. In our view, 
differences in how individual raters handle context factors can lead to different assessment 
outcomes2,10. Explicating verifiable context factors will help raters make a valid, non-depriving 
assessment of GP trainee communication, for it will fill up the current void in the MAAS-Global 
Manual that is now implicitly filled in.  
Working as a rater within a medical education context, the interviewees also named several 
education-related factors that influence their assessments. In other research, factors similar to 
the education-related factors influencing raters of clinical performance have been brought 
forward, such as being aware of their personal bias when judging a GP trainee, and making a 
difference for the level of trainees43. Crossley et al, for instance, found that the existing methods 
for workplace-based assessment may reflect not assessors’ differing assessments of 
performance, but, rather, different interpretations of poorly aligned scales. Scales aligned to the 
expertise of clinician-assessors and the developing independence of trainees were found to 
reduce assessor disagreement and increase assessor discrimination1. Additionally, the RIME 
framework for assessment, that describes ascending levels of clinical competence, has proven to 
generate reliable results44-47. The statements made by some of the raters in our study suggest 
that these education-related factors are implicitly incorporated in order to somehow balance 
their assessments in the light of the GP trainee level. This is also a phenomenon that should be 
addressed in rater training. 
It seems apparent that a generic communication assessment instrument like the MAAS-
Global is both a help and a handicap. A generic instrument has the advantage of potentially being 
used for many different situations in which communication assessment is required. At the same 
time, its power also seems its weakness: such an instrument may look like a ‘one size fits all’. If 
the instrument is to be used on a larger scale to assess practice situations, it needs fine-tuning to 
the specific aspects of different situations or contexts. In the case of the MAAS-Global, the 
Manual needs to be expanded in order to take different context factors into account that were 
identified for GP consultations26. Raters can subsequently be trained on how to incorporate 
context factors. That way, it will offer a better guidance to assess context-specific 
communication performance in daily practice. 
Strengths and limitations 
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We asked our raters to assess the GP trainees as they would normally do. This instruction 
had the effect that the participants considered the consultations as if they were submitted in the 
context of a summative assessment procedure in the GP training programme. However, the 
presented consultations were never recorded for that purpose. Several raters made remarks 
concerning the level of communication they saw versus what they expected in a consultation 
that was handed in for assessment. The instruction that they were to assess the GP trainee 
performance as they would normally do may have elicited this effect. Moreover, having in mind 
that the consultations were handed in for assessment purposes, participants may have been 
inclined to demonstrate to the researcher how well they complied to the assessment manual and 
inadvertently feel impaired to freely express their thoughts on or be critical on the assessment 
procedure in their institution. 
Although we found confirmation for context factors we had previously identified26, the 
overlap needs to be viewed with some consideration due to the difference in the perspective 
with which context was approached. In our previous study, we were looking for factors that 
could explain low item scores for GPs on the MAAS-Global26. In the current study, we asked 
raters, while assessing a GP trainee, their views on factors that affected item scores on the basis 
of two selected consultations. As a consequence, apart from confirming previous findings, raters 
named factors that pertain to their context, i.e. an educational context in which their task is to 
assess GP trainee performance against a predefined standard using a validated instrument.  
Another limitation in comparing the results with our previous study originates from the fact 
that the consultations that were observed were very different. In our previous study, we studied 
18 consultations of experienced GPs, whereas in this study, two GP trainee consultations were 
shown. 
 
Conclusions 
Raters acknowledge that context factors affect communication in GP consultations to some 
extent, but they struggle with the way contextual influences should be taken into account when 
assessing communication performance in an educational context.  To assess practice situations, 
raters need extra guidance on how to handle specific contextual factors. 
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a
g
in
e 
th
a
t 
th
a
t 
h
a
s 
a
n
 in
fl
u
en
ce
. (
1
1
4
5
-I
N
T)
 
In
 t
h
o
se
 c
a
se
s,
 y
o
u
 w
ill
 g
o
 b
a
ck
 t
o
 t
h
a
t 
a
n
d
 u
se
 p
a
rt
 o
f 
yo
u
r 
in
fo
rm
a
ti
o
n
 f
ro
m
 it
. 
(2
2
3
5
-I
N
T)
 
Th
er
e’
s 
n
o
t 
m
u
ch
 e
xp
la
n
a
ti
o
n
 n
ec
es
sa
ry
 h
er
e 
(2
2
4
8
-T
H
A
L)
 
Ye
s,
 t
h
a
t 
h
a
s 
a
n
 im
p
a
ct
, b
ec
a
u
se
 y
o
u
 s
ee
 t
h
a
t 
th
e 
p
a
ti
en
t 
ca
n
 d
o
 w
it
h
 le
ss
 in
fo
rm
a
ti
o
n
. (
1
1
4
5
-I
N
T)
 
M
a
n
y 
p
eo
p
le
, c
er
ta
in
ly
 w
h
en
 t
h
ey
’r
e 
a
 li
tt
le
 o
ld
er
, h
a
ve
 h
a
d
 t
h
ei
r 
b
lo
o
d
 p
re
ss
u
re
 t
a
ke
n
 a
 f
ew
 t
im
es
 in
 t
h
ei
r 
liv
es
. I
t 
w
o
u
ld
 b
e 
re
d
u
n
d
a
n
t 
to
 g
o
 a
n
d
 e
xp
la
in
 
w
h
a
t 
yo
u
’r
e 
a
b
o
u
t 
to
 d
o
. (
2
2
4
6
-I
N
T)
 
D
o
ct
o
r-
re
la
te
d
 f
ac
to
rs
 
D
o
ct
o
r 
kn
o
w
s 
th
e
 p
at
ie
n
t 
an
d
 h
is
 
so
ci
al
 c
o
n
te
xt
 
D
o
ct
o
r 
kn
o
w
s 
p
at
ie
n
t’
s 
m
e
d
ic
al
 
h
is
to
ry
 
D
o
ct
o
r 
kn
o
w
s 
p
at
ie
n
t’
s 
w
ay
 o
f 
co
m
m
u
n
ic
at
in
g 
D
o
ct
o
r 
is
 e
xp
e
ri
en
ce
d
 
D
o
ct
o
r’
s 
cu
lt
u
ra
l a
n
d
 la
n
gu
ag
e
 
b
ac
kg
ro
u
n
d
 
P
at
ie
n
t-
re
la
te
d
 f
ac
to
rs
 
Sp
e
ci
fi
c 
(n
o
n
-)
ve
rb
al
 b
e
h
av
io
u
r 
P
ro
b
le
m
 is
 k
n
o
w
n
 t
o
 b
o
th
 p
at
ie
n
t 
an
d
 d
o
ct
o
r 
P
at
ie
n
t 
is
 f
am
ili
ar
 w
it
h
 p
h
ys
ic
al
 
e
xa
m
in
at
io
n
 (
P
E)
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Ta
b
le
 1
 Q
u
o
ta
ti
o
n
s 
o
n
 c
o
n
te
xt
 f
ac
to
rs
 a
ff
ec
ti
n
g 
co
m
m
u
n
ic
at
io
n
 f
ro
m
 t
h
in
k
-a
lo
u
d
 (
TH
A
L)
 a
n
d
 in
te
rv
ie
w
 (
IN
T)
 (
co
n
ti
n
u
ed
) 
   
Q
u
o
te
s 
It
 is
 a
 f
o
llo
w
-u
p
 c
o
n
su
lt
a
ti
o
n
, s
o
 t
h
a
t 
m
a
yb
e 
m
a
ke
s 
a
sk
in
g
 f
o
r 
o
th
er
 r
ea
so
n
s 
to
 a
tt
en
d
 n
o
t 
ve
ry
 lo
g
ic
a
l, 
a
lt
h
o
u
g
h
 it
 w
o
u
ld
 h
a
ve
 b
ee
n
 g
o
o
d
 t
o
o
 if
 h
e 
h
a
d
 m
a
d
e 
a
n
 in
ve
n
to
ry
. (
1
1
4
5
-T
H
A
L)
 
So
, I
 t
h
in
k 
h
e 
co
u
ld
 h
a
ve
 m
en
ti
o
n
ed
 w
h
a
t 
h
a
d
 p
re
vi
o
u
sl
y 
h
a
p
p
en
ed
, b
u
t 
th
a
t 
is
 n
o
t 
a
lw
a
ys
 d
o
n
e.
 (
2
2
4
3
-I
N
T)
 
Ye
s,
 in
 t
h
e 
se
n
se
 t
h
a
t 
yo
u
 w
o
u
ld
 e
xp
ec
t 
th
a
t 
in
 a
 f
o
llo
w
-u
p
 c
o
n
su
lt
a
ti
o
n
 t
h
ey
 h
a
ve
 h
a
d
 p
ri
o
r 
co
n
ta
ct
 a
n
d
 k
n
o
w
 w
h
a
t 
w
a
s 
a
g
re
ed
 u
p
o
n
. S
o
, I
 t
h
in
k,
 b
u
ild
in
g
  
u
p
 t
h
e 
co
n
ta
ct
 w
ill
 g
o
 m
o
re
 s
w
if
tl
y.
 (
2
2
3
5
-I
N
T)
 
W
el
l, 
a
ls
o
 in
 a
 f
o
llo
w
-u
p
 c
o
n
su
lt
a
ti
o
n
, t
h
e 
p
a
ti
en
t 
m
a
y 
h
a
ve
 n
ew
 q
u
es
ti
o
n
s 
o
r 
a
n
o
th
er
 r
eq
u
es
t 
fo
r 
h
el
p
.  
So
, t
h
er
e’
s 
st
ill
 t
h
e 
d
u
ty
 t
o
 e
xp
lo
re
 t
h
a
t.
 (
2
2
3
7
-I
N
T)
 
W
el
l, 
yo
u
 c
o
u
ld
 s
a
y 
th
a
t 
th
e 
d
o
ct
o
r’
s 
re
q
u
es
t 
sh
o
u
ld
 b
e 
m
a
d
e 
ve
ry
 c
le
a
r 
in
 s
u
ch
 a
 c
o
n
su
lt
a
ti
o
n
. 
(1
1
3
0
-I
N
T)
 
So
, i
n
 t
h
a
t 
ca
se
, s
o
m
eo
n
e 
co
m
es
 o
n
 y
o
u
r 
re
q
u
es
t,
 s
o
 y
o
u
 k
n
o
w
 w
h
y 
th
e 
p
a
ti
en
t 
is
 t
h
er
e.
 H
o
w
ev
er
, i
f 
yo
u
 w
a
n
t 
to
 d
o
 it
 p
er
fe
ct
ly
, y
o
u
 c
o
u
ld
 s
a
y 
“I
’v
e 
a
sk
ed
 y
o
u
 
to
 c
o
m
e 
h
er
e,
 b
u
t 
d
o
 y
o
u
 h
a
ve
 a
 q
u
es
ti
o
n
 o
f 
yo
u
r 
o
w
n
?”
. (
2
2
4
6
-I
N
T)
 
N
o
, I
 w
o
u
ld
n
’t
 e
xp
lo
re
 a
 r
eq
u
es
t 
fo
r 
h
el
p
! 
A
 p
ro
to
co
liz
ed
 c
o
n
su
lt
a
ti
o
n
 is
 m
ea
n
t 
fo
r 
w
h
a
t 
it
’s
 m
ea
n
t 
fo
r.
 I 
co
u
ld
 s
ti
ll 
a
sk
 if
 t
h
e 
p
a
ti
en
t 
h
a
s 
q
u
es
ti
o
n
s 
re
g
a
rd
in
g
 
th
e 
su
b
je
ct
, b
u
t 
o
th
er
 q
u
es
ti
o
n
s 
I’
d
 r
ef
er
 t
o
 a
n
o
th
er
 t
im
e.
 (
2
2
3
7
-I
N
T)
 
I t
h
in
k,
 in
 t
h
a
t 
co
n
te
xt
, t
h
e 
co
n
su
lt
a
ti
o
n
 is
 b
u
ilt
 u
p
 in
 a
 t
o
ta
lly
 d
if
fe
re
n
t 
w
a
y 
(2
2
3
5
-I
N
T)
 
B
ec
a
u
se
 it
’s
 s
u
ch
 a
 s
im
p
le
 p
ro
b
le
m
, t
h
er
e’
s 
n
o
 o
b
vi
o
u
s 
n
ee
d
 t
o
 e
xp
lo
re
 t
h
is
 f
u
rt
h
er
 (
2
2
4
8
-T
H
A
L)
 
I c
a
n
 im
a
g
in
e 
th
a
t,
 in
 v
er
y 
ea
si
ly
 s
o
lv
ed
 p
ro
b
le
m
s,
 y
o
u
 w
o
n
’t
 g
o
 in
to
 e
m
o
ti
o
n
s 
d
ee
p
ly
. 
(2
2
3
7
-I
N
T)
 
Th
e 
si
m
p
le
r 
a
 c
o
m
p
la
in
t 
is
, t
h
e 
m
o
re
 y
o
u
 c
a
n
 le
a
ve
 t
h
e 
m
a
n
a
g
em
en
t 
ch
o
ic
e 
u
p
 t
o
 t
h
e 
p
a
ti
en
t.
 (
1
1
3
3
-I
N
T)
 
Th
is
 m
a
ke
s 
a
ll 
m
y 
a
la
rm
s 
g
o
 o
ff
: t
h
is
 m
a
n
 h
a
s 
h
a
d
 s
o
m
et
h
in
g
 w
ei
rd
 (
1
1
3
0
-T
H
A
L)
 
O
h
, y
es
, s
u
re
! 
In
 t
h
a
t 
ca
se
, t
h
er
e 
w
o
n
’t
 b
e 
m
u
ch
 e
xp
lo
ri
n
g
 e
m
o
ti
o
n
s,
 s
u
m
m
a
ri
zi
n
g
, i
n
fo
rm
a
ti
o
n
 g
iv
in
g
, r
eq
u
es
t 
fo
r 
h
el
p
, o
r 
m
a
yb
e 
n
o
t 
a
t 
a
ll.
 (
1
1
4
5
-I
N
T)
 
Yo
u
’ll
 n
ee
d
 t
o
 lo
o
k 
a
t 
th
e 
n
a
tu
re
 o
f 
th
e 
co
n
su
lt
a
ti
o
n
. I
t 
is
 q
u
it
e 
a
 d
if
fe
re
n
t 
th
in
g
 if
 s
o
m
eo
n
e 
p
re
se
n
ts
 w
it
h
 p
a
in
 in
 h
is
 e
a
r 
o
r 
w
it
h
 a
 b
u
rn
-o
u
t.
 In
 t
h
a
t 
ca
se
, y
o
u
’ll
 
ta
lk
 m
o
re
 a
b
o
u
t 
em
o
ti
o
n
s 
a
n
d
 s
u
ch
 (
2
2
4
3
-I
N
T)
 
W
it
h
 p
sy
ch
o
so
ci
a
l p
ro
b
le
m
s,
 it
 is
 o
f 
th
e 
u
tm
o
st
 im
p
o
rt
a
n
ce
 t
h
a
t 
yo
u
 k
n
o
w
 w
h
a
t 
th
e 
p
a
ti
en
t 
ex
p
ec
ts
 o
f 
yo
u
 (
2
2
4
8
-I
N
T)
 
Th
is
 is
 g
o
o
d
: s
h
e 
a
b
so
lu
te
ly
 s
h
o
w
s 
to
 h
a
ve
 a
tt
en
ti
o
n
 f
o
r 
b
o
th
 t
h
e 
p
a
re
n
t 
a
n
d
 t
h
e 
ch
ild
 (
1
1
4
1
-T
H
A
L)
 
W
h
a
t 
is
 im
p
o
rt
a
n
t,
 is
 t
o
 e
xp
lo
re
 t
h
e 
id
ea
s 
o
f 
b
o
th
 p
a
re
n
ts
 a
n
d
 c
h
ec
k 
if
 t
h
ey
 f
ee
l t
h
e 
sa
m
e 
w
a
y 
o
r 
h
a
ve
 d
if
fe
re
n
t 
q
u
es
ti
o
n
s.
 (
1
1
4
4
-I
N
T)
 
If
 m
o
re
 t
h
a
n
 o
n
e 
p
ro
b
le
m
 is
 p
re
se
n
te
d
, I
 c
a
ll 
it
 a
 c
o
m
p
le
x 
co
n
su
lt
a
ti
o
n
. O
ft
en
 y
o
u
’ll
 s
ee
 t
h
a
t 
o
n
e 
p
ro
b
le
m
 is
 w
o
rk
ed
 o
u
t 
w
el
l,
 b
u
t 
th
e 
o
th
er
 is
 s
o
m
ew
h
a
t 
d
is
re
g
a
rd
ed
 (
1
1
3
6
-T
H
A
L)
 
W
el
l, 
if
 s
o
m
eo
n
e 
p
re
se
n
ts
 w
it
h
 v
a
ri
o
u
s 
p
ro
b
le
m
s,
 t
h
a
t 
ca
lls
 f
o
r 
m
o
re
 s
ki
lls
 o
f 
th
e 
G
P
. (
2
2
3
2
-I
N
T)
 
W
e 
su
b
je
ct
 c
h
ild
re
n
 t
o
 a
ll 
ki
n
d
s 
o
f 
fr
ig
h
te
n
in
g
 t
h
in
g
s.
 C
h
ild
re
n
 t
en
d
 t
o
 y
el
l a
n
d
 d
ef
en
d
 t
h
em
se
lv
es
, a
d
u
lt
s 
h
a
ve
 le
a
rn
ed
 t
o
 k
ee
p
 s
ile
n
t 
a
n
d
 a
cc
ep
t 
w
h
a
t 
is
  
g
o
in
g
 o
n
. (
..
) 
Tr
yi
n
g
 t
o
 p
re
p
a
re
 c
h
ild
re
n
 is
 o
ka
y,
 b
u
t 
es
p
ec
ia
lly
 w
it
h
 s
m
a
ll 
ch
ild
re
n
 t
h
a
t 
w
o
n
’t
 h
el
p
 a
 lo
t,
 f
o
r 
a
t 
th
e 
m
o
m
en
t 
th
ey
 w
ill
 r
ea
ct
 e
m
o
ti
o
n
a
lly
 a
n
yw
a
y 
(2
2
4
8
-T
H
A
L)
 
I t
en
d
 t
o
 t
a
ke
 it
 in
to
 a
cc
o
u
n
t 
w
h
en
 c
h
ild
re
n
 a
re
 p
re
se
n
t,
 f
o
r 
it
 a
lw
a
ys
 b
ri
n
g
s 
m
o
re
 t
u
rm
o
il 
(2
2
4
3
-I
N
T)
 
If
 y
o
u
 s
u
sp
ec
t 
so
m
et
h
in
g
 y
o
u
’r
e 
n
o
t 
a
cq
u
a
in
te
d
 w
it
h
, t
h
a
t’
s 
lik
e 
p
la
yi
n
g
 c
h
es
s 
o
n
 t
w
o
 b
o
a
rd
s:
 k
ee
p
in
g
 c
o
n
ta
ct
 w
it
h
 t
h
e 
p
a
ti
en
t 
a
n
d
 a
t 
th
e 
sa
m
e 
ti
m
e 
se
a
rc
h
in
g
 y
o
u
r 
m
em
o
ry
 ‘w
h
a
t 
ca
n
 t
h
is
 b
e?
’.
 (
2
2
3
1
-I
N
T)
 
If
 a
 p
a
ti
en
t 
co
m
es
 a
n
d
 a
sk
s 
yo
u
 t
o
 k
ee
p
 s
ile
n
t 
o
n
 h
er
 m
o
th
er
’s
 d
ia
g
n
o
si
s,
 t
h
a
t 
co
n
fr
o
n
ts
 y
o
u
 w
it
h
 a
 lo
t 
o
f 
co
m
p
lic
a
ti
o
n
s.
 (
2
2
4
8
-I
N
T)
 
I o
n
ce
 s
a
w
 a
 c
o
n
su
lt
a
ti
o
n
 w
it
h
 a
 d
ea
f 
p
a
ti
en
t.
 T
h
e 
tr
a
in
ee
 d
id
 w
o
n
d
er
fu
lly
 w
el
l, 
w
it
h
 g
es
tu
re
s 
a
n
d
 n
o
n
-v
er
b
a
l c
o
m
m
u
n
ic
a
ti
n
g
, a
n
d
 t
h
ey
 r
ea
lly
 c
a
m
e 
to
 t
h
e 
co
re
 o
f 
th
e 
p
ro
b
le
m
 T
h
er
e 
w
a
s 
h
a
rd
ly
 a
n
y 
ve
rb
a
l c
o
m
m
u
n
ic
a
ti
o
n
. (
1
1
3
6
-I
N
T)
 
C
o
n
su
lt
at
io
n
-r
e
la
te
d
 f
ac
to
rs
 
Fo
llo
w
-u
p
 c
o
n
su
lt
at
io
n
 
Fo
llo
w
-u
p
 c
o
n
su
lt
at
io
n
 b
as
e
d
 o
n
 
p
ro
to
co
l (
in
it
ia
ti
ve
 b
y 
d
o
ct
o
r)
 
C
o
n
su
lt
at
io
n
 in
 p
re
ve
n
ti
ve
 c
ar
e
 
(i
n
it
ia
ti
ve
 d
o
ct
o
r)
 
P
ro
b
le
m
 is
 e
as
ily
 s
o
lv
e
d
 
P
ro
b
le
m
 u
rg
en
tl
y 
n
e
ed
s 
m
e
d
ic
al
 
ca
re
 
D
ia
gn
o
se
d
 p
ro
b
le
m
 is
 m
ai
n
ly
 
p
sy
ch
o
so
ci
al
 
M
o
re
 t
h
an
 o
n
e
 p
er
so
n
 (
p
at
ie
n
t)
 is
 
p
re
se
n
t 
M
o
re
 t
h
an
 o
n
e
 p
ro
b
le
m
 is
 p
re
se
n
te
d
 
P
re
se
n
ce
 o
f 
ch
ild
re
n
 
R
ar
e
 p
ro
b
le
m
 o
r 
q
u
es
ti
o
n
 is
 
p
re
se
n
te
d
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Ta
b
le
 1
 Q
u
o
ta
ti
o
n
s 
o
n
 c
o
n
te
xt
 f
ac
to
rs
 a
ff
ec
ti
n
g 
co
m
m
u
n
ic
at
io
n
 f
ro
m
 t
h
in
k-
al
o
u
d
 (
TH
A
L)
 a
n
d
 in
te
rv
ie
w
 (
IN
T)
 (
co
n
ti
n
u
ed
) 
   
Q
u
o
te
s 
C
er
ta
in
ly
 in
 t
h
ei
r 
fi
rs
t 
ye
a
r 
o
f 
tr
a
in
ee
sh
ip
, t
h
is
 is
 a
 c
o
m
p
le
x 
co
n
su
lt
a
ti
o
n
, a
lt
h
o
u
g
h
 y
o
u
 c
a
n
n
o
t 
ta
ke
 t
h
a
t 
in
to
 c
o
n
si
d
er
a
ti
o
n
 (
1
1
3
6
-T
H
A
L)
 
O
n
 t
h
e 
o
th
er
 h
a
n
d
, I
 c
a
n
 r
a
te
 a
 f
ir
st
 y
ea
r 
tr
a
in
ee
’s
 p
er
fo
rm
a
n
ce
 n
eg
a
ti
ve
ly
, b
ec
a
u
se
 I 
fe
el
 t
h
a
t 
it
 m
a
y 
b
e 
g
o
o
d
 t
o
 k
ee
p
 t
h
em
 a
w
a
ke
 a
n
d
 a
le
rt
 (
2
2
3
7
-I
N
T)
 
I m
a
rk
ed
 t
h
e 
sc
o
re
 t
h
er
e,
 b
ec
a
u
se
 I 
w
a
n
t 
to
 lo
o
k 
a
t 
it
 a
g
a
in
, a
n
d
 a
ls
o
 lo
o
k 
in
to
 t
h
e 
m
a
n
u
a
l t
o
 s
ee
 h
o
w
 t
h
e 
cr
it
er
ia
 a
re
 e
xa
ct
ly
 f
o
rm
u
la
te
d
 (
1
1
4
9
-T
H
A
L)
 
In
 t
h
e 
ca
se
 o
f 
a
 b
o
rd
er
lin
e 
p
er
fo
rm
a
n
ce
, I
 p
ic
tu
re
 t
h
e 
co
n
su
lt
a
ti
o
n
 in
 m
y 
m
in
d
 o
n
ce
 m
o
re
 a
n
d
 p
o
se
 m
ys
el
f 
th
e 
q
u
es
ti
o
n
 “
D
o
 I 
fi
n
d
 t
h
is
 g
o
o
d
 e
n
o
u
g
h
?”
 (
..
) 
So
, i
f 
it
’s
 e
ss
en
ti
a
l f
o
r 
th
e 
sc
o
re
, t
h
e 
tr
a
in
ee
 h
a
s 
th
e 
ri
g
h
t 
th
a
t 
I t
a
ke
 a
n
 e
xt
ra
 c
lo
se
 lo
o
k 
a
t 
th
e 
th
in
g
s 
th
a
t 
w
er
e 
sc
o
re
d
 lo
w
 (
1
1
3
0
-I
N
T)
 
I r
ec
o
g
n
iz
e 
m
y 
o
w
n
 s
ty
le
, t
h
a
t’
s 
w
h
y 
I l
a
b
el
 it
 p
o
si
ti
ve
ly
. T
h
a
t’
s 
n
o
t 
a
lt
o
g
et
h
er
 o
b
je
ct
iv
e,
 b
u
t 
it
’s
 t
h
e 
b
a
ck
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Appendix 1 Think-aloud protocol and interview questions 
Introduction and think-aloud protocol 
“Assessing GP trainees in their workplace is one of your tasks. It is an important task, for its aim is that the 
trainees learn from your feedback. We know that assessing workplace performance is not an easy job, and 
that raters all have their idiosyncratic ways in doing this. The aim of this study is to get a more specific idea 
of the considerations and thoughts that raters have when assessing communication performance using the 
MAAS-Global scoring instrument. The results of this study may be relevant to assessor training in the future.  
We will perform this study by showing you two videotaped consultations consecutively, which will be 
followed by a number of questions after each video. It should be clear to you that this is not a test of your 
assessment abilities, nor will you be judged as a result of participating in this study. There is no right or 
wrong in the answers you give or in the thoughts you express! Nor is it of any concern to us if your judgment 
is right or wrong. We are merely interested in your thoughts concerning the GP trainees performance in that 
situation. 
We will therefore ask you to think aloud during your assessment and to express all thoughts and 
considerations you have. You may act as if you are alone in this room and are talking to yourself. In order to 
carefully reproduce what you have said, we will record this interview on audio tape. Is it clear what we ask 
of you?” 
“Now, you are going to see a consultation of a first-year GP trainee at nine months of his/her training 
programme. Suppose this is a situation in which you are to assess his/her communication performance. You 
can do this as you are used to do when assessing a video in a real assessment. However, now you are invited 
to express your thoughts and feelings aloud while doing so. You may use the papers we provide to make 
notes and the MAAS-Global scoring form for your rating. Our main leading question is: “What thoughts and 
considerations (regarding the consultation, the GP trainee, the patient and/or the assessment itself) are 
relevant to the assessment of the GP trainees communication performance?”  
I will start the video and also kindly invite you to express your first impression as soon as you have these.” 
Interview questions 
1. Having seen this consultation on video, what feedback would you give the GP trainee concerning his/her 
communication performance based on this? 
2. What feedback do you have regarding the assessment itself? 
3. In this consultation, you may have noticed X (e.g. more than one person was attending, or the patient 
seemed to know the PE he was about to undergo, or the GP trainee and the patient seemed to know each 
other, or the consultation seemed to take place on the initiative of the GP, or the problem presented seemed 
easy to solve, or the patient did not seem to master the Dutch language). Does this (in general) make a 
difference in how you rate the GP trainee’s communication performance? 
4. What do you consider most important when assessing communication performance? 
5. Are there any other factors (concerning the trainee, the patient or the consultation) that you tend to take 
into account when assessing GP trainee communication performance? 
6. Did the way you now assessed the trainee’s performance differ from the way you usually do this? If so, how 
is it different? 
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General discussion 
In this thesis, we presented five studies on the role of context in doctor-patient 
communication and in communication skills assessment. Our goal was to explore and clarify the 
relationship between doctor-patient communication and the context within which the 
communication process takes place. The study topic was triggered by research findings 
suggesting that the communication level of general practitioners (GPs) and GP trainees was 
unsatisfactory and that trainee communication skills hardly develop during the specialty 
training1.  This means that the topic is embedded within three different domains: 
communication, education and assessment. 
Reflecting upon the situation in doctor-patient communication research, we presumed that 
it would be of little use to try to improve current generic communication guidelines. We rather 
hypothesized that communication is context-dependent and that investigating the context of 
doctor-patient communication could enhance knowledge on the application of generic 
communication skills in everyday practice2. We expected that further research into context 
influences could provide us with tools to improve the way communication performance in the 
workplace is assessed. With the present study results, we hope to contribute to the 
improvement of communication skills teaching and assessment in medical education, 
particularly in the GP Specialty training. The main questions of this thesis were: 
- what is the role of context in doctor-patient communication in everyday clinical practice? 
and,  
- what are the implications of taking context into account in workplace-based assessment 
of doctor-patient communication? 
In our studies on the role of context, we have largely focused on GP-patient communication. 
In this chapter, we first discuss the main results and, after that, we will go into the practice 
implications for education in medical communication, particularly in the GP specialty training, 
and the implications for workplace-based assessment of communication. Next, we will discuss 
our results in the light of current views on professional communication in medical consultations. 
After that, we will discuss some methodological issues regarding our studies. Furthermore, we 
address possibilities for further research. Finally, we present our conclusions. 
 
Discussion of results 
With respect to the first research question, our studies revealed various context factors that 
play a role in GP-patient communication in daily practice consultations. We identified three 
groups of context factors: doctor-related factors, patient-related factors and consultation-related 
factors. The role of context in GP-patient communication was again acknowledged and the 
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previously identified factors were reconfirmed when we interviewed GPs who were trained as 
assessors of communication performance of GP trainees in the Specialty training programme. 
The presence of the identified context factors could explain why certain communication skills 
were sometimes absent or only hardly present. By looking more closely at daily practice 
consultations, we found an explanation for low scores of GPs and GP trainees in communication 
assessments1. 
With the results of our studies, we found empirical confirmation for the notion that was 
brought forward by Bensing and van Dulmen in 2003, who stated “Studying a medical encounter 
in its broader context can provide answers to intriguing questions such as why health care 
professionals do not always act in conformity with the general approved standards of high quality 
communication (...).”2. Context, however, is a multifaceted concept and it can have many 
meanings. Generally, context is viewed as the environment, setting or location in which 
something occurs or exists3. In general practice, ‘context’ often refers to the patient’s family 
system, ethnic and work background. We follow the description by Durning et al, which states 
that “context refers to the factors that weave together the medical encounter”3. In this thesis, the 
doctor-, patient- and consultation-related factors that we observed in the consultations are only 
part of what can be considered as ‘the broader context’. Although we acknowledge that context 
factors acting at meso- or macro levels (organisational, demographical, political) may also play a 
role2, in our studies we focused on context factors that were observed on a micro-level. For 
instance, the identification of preventive and follow-up consultations as a context factor may 
reflect the use of clinical practice guidelines that can be considered a context factor on a macro 
level4,5. The fact that, in the Dutch health care system, the patients are listed with a GP and the 
GPs  act as a gatekeeper for all patients on their list for specialist care is a societal context factor 
that may have contributed to the identification of doctor-related factors like ‘doctor knows the 
patient and his social context’, and the patient-related context factor ‘patient is also treated by 
other provider’6. The context factors that we identified on a micro-level are important to 
communication patterns in the consultation room, but they are in part related to context factors 
on a higher level, like the position of the GP in the health care system. Therefore, we do not claim 
to have studied all context factors that are relevant to the communication in daily GP practice.  
Our empirical results find theoretical resonance by looking at communication as goal-
oriented behaviour7. In a conceptual model presented by Feldman-Stewart8, the communication 
process between doctor and patient is directed by the goals each of the participants have - 
within the specific context that they are acting in. Other authors also pointed to the relevance of 
each of the participant’s goals for the communication process in the consultation9-11. However, 
the specific goals, that communication serves, are modulated by the specific context in which the 
interaction takes place. Moreover, as the interaction is dynamic, goals may vary and change 
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during the interaction, which will, in its turn, influence the communication. The process can be 
graphically shown in a model for medical communication, which was originally presented in a 
study by Feldman-Stewart8. Based on our findings, we adapted the model (Figure 1). In the 
original model, two out of three groups of context factors were already present: doctor-related 
and patient-related factors. We added the consultation-related factors and filled the boxes with 
the context factors that we found. 
 
Figure 1 Context-factors influencing GP-patient communication 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1 Context factors influencing GP-patient communication 
 
In her article, Feldman-Stewart states: “Typically, participants will have several primary goals in 
any one encounter, although different goals can be forefront at different time points. The 
conceptualization of primary goals is central to evaluating the success of communication during an 
encounter. We argue that ‘successful’ communication is that which helps participants work 
towards their goals, while not necessarily fully realizing them” 8.  Apart from acknowledging the 
role of context factors and the hence derived goals in the medical consultation, Feldman-Stewart 
here also addresses the issue of what can be called “successful communication”.  In her 
definition, “that which helps (participants work towards their goals)” will also be context-
dependent8.  This means that the extent to which certain communication skills are deployed by 
the doctor (or the patient) will depend on the goals that are set within the context. For example, 
in a preventive consultation based on protocol, the initiative for the encounter lies with the 
doctor. Thus, there may be no request for help from the patient, as the patient is only complying 
to the doctor’s request to attend surgery. For a “successful communication” in this case, it does 
not seem necessary for the doctor to explore the patient’s request for help, although checking if 
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the patient has a request may meet the patient’s interest and serve to maintain a good working 
relationship (while not necessarily agreeing to address the patient’s request in the same 
consultation). The communication skill ‘exploring the patient’s request’ may therefore be not or 
only minimally present in such a consultation. However, the doctor’s communication skills  
“exploring what the patient knows about the topic of the consultation” and “providing 
information (on the topic and the goal of the consultation)” will be more at stake in a preventive 
consultation.  
In another type of consultation, however, e.g. when a patient presents with a physical 
complaint, the doctor will need to deploy his or her skills in exploring patient’s situation more 
extensively in order to find out what the patient’s expectations are and what the request for help 
is. Patient-related context factors may change the goals and the necessary deployment of 
communication skills again; if the patient clearly and eloquently states his or her concerns and 
request for help, all the doctor has to do is summarise it for confirmation. If the information 
seems complete and clear, there will be no further need to explore patient’s wishes. However, if 
on the other hand the patient is not able to verbalise his or her concerns and the doctor is aware 
of this, then the doctor needs to be the one to verbalise possible concerns and check if they 
apply.  
In another context again, for instance in emergency care, there may be no time to 
extensively consider and discuss alternatives. Here, the doctor needs to act rapidly and ask the 
questions necessary to quickly come to a diagnosis. Moreover, he has to be able to “think aloud” 
in order to cope effectively with the fears or excitement of the patient and possible bystanders. 
In this case, the buttons for the communication skills “summarising” and “exploring the patient’s 
goals and expectations” will be down to a minimum. Thus, for any doctor to determine what 
communication is helpful for both the patient and for himself, it is important to be able to 
identify the relevant context factors and goals. 
Considering the above, the application of communication skills in different contexts can be 
seen as working a sound mixing board: in a specific context, some channels can be set to zero 
while others need to be maximised. However, all the time the doctor needs to be ready to adapt 
to changes in the context and to the dynamics in the interaction. The image of working a sound 
mixing board seems to capture well what is meant by context-specific communication, and it can 
well be applied to describe the way that communication skills can be handled in different 
medical consultations.  
By staying close to daily practice in investigating the role of context on doctor-patient 
communication, we think we have made a contribution to bridge the gap between school theory 
and clinical practice communication.  
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Regarding the second research question on the implications of taking context explicitly into 
account in workplace communication assessment, we found that this can make a difference on 
outcome levels. After a context-specific rating protocol had been established, applying the 
protocol led to a significant and clinically relevant increase in the mean overall score for the GPs 
in the context-specific rating. Applying the same protocol to GP trainee consultations, a more 
moderate effect was found. Considering the exploratory nature of our studies, the general 
direction of the changes was a more relevant finding than the magnitude of the increase. Our 
final study, however, showed that assessment outcome levels may also be influenced by 
differences in the way that trained assessors take context factors into account. This study 
revealed that trained assessors indeed acknowledged the role of context in GP-patient 
communication and identified the same context factors as we did previously but they differed in 
the way they incorporated context into communication performance assessment. Some 
assessors showed leniency in their assessments, others would refer to context factors in their 
feedback to GP trainees but would not let it influence their assessments, and some expressed 
their wariness against taking context factors into account as it might lead to unfair assessments. 
In current practice, context seems at best to be implicitly taken into account when assessing 
communication of GP trainees.  
As was stated before, assessment of communication performance is a demanding task12,13. 
Communication assessment is more than merely “ticking boxes” on a communication skills 
checklist14. Communication skills are more difficult to assess as being ‘good’ or ‘poor’ than other 
clinical medical skills, like for instance suturing. In communication assessment, there are several 
considerations to be made by the assessor: 1) does the communicative intervention contribute 
to the goals in the consultation? 2) are the goals fit for the specific context? 3) does the lack of a 
specific communicative intervention lead to a relevant loss in the process of delivering good 
care? All these considerations need to be made in view of the context within which the 
communication process occurs. Therefore, in assessing communication, it is important to take 
context into account, however difficult and subjective it may be to decide for an assessor when, 
in a certain consultation, to give in and say “in this situation, this performance is OK, despite the 
absence of observable, predefined skills in the book”. For communication assessment, every 
situation needs to be carefully observed and the weight of context factors determined. 
The aim of our studies was to investigate what the implications would be if context is taken 
into account in the assessment of communication in everyday general practice. For this, we 
needed to find a way to incorporate context factors into communication assessment. We did not 
aim to design a new communication assessment instrument. However, we found that the generic 
instrument we used, the MAAS-Global, needed some extra scoring rules in order to be used as an 
assessment instrument in the workplace, where many different context influences affect the 
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communication in consultations. By explicitly and consciously reflecting on context influences in 
a consultation before making a judgement, the communication performance can be judged more 
fairly. A list of generic communication skills may suffice for single consultations, but does not 
measure up to all the needs to assess communication performance in real-life practice. With the 
context-specific scoring protocol, we hope to have found a way to measure communication 
behaviour more flexibly, while not ending up in arbitrariness and at the same time retaining the 
achievements in communication skills teaching. 
The acknowledgement of different contexts for communication is reflected in current 
developments in curriculum design in postgraduate medical education. For many professions, a 
framework of Entrustable Professional Activities (EPA) is made to bridge the gap between 
competency-based education and clinical practice15. EPAs reflect those activities that together 
constitute the profession and that incorporate the competencies (knowledge, skills, and 
attitudes) required for the specialty and subspecialty. Currently, within the GP Specialty training, 
curriculum designers have distinguished themes in the profession of general practitioners that 
reflect different kinds of situations and problems the GP trainee has to master during the 
training. Within these themes, characteristic professional activities (CPA) of the GP are 
described that the trainee needs to learn16. Parallel to EPAs, for the GP trainee to be able to 
perform these professional activities adequately, different competencies need to be integrated 
and applied. The themes may provide the necessary conditions to address ‘meaningful contexts’ 
and ‘diverse settings’ for GP trainees, both for effective learning and for assessment17,18. This 
could fit into a well-planned assessment programme, requiring the trainee to be assessed on 
multiple occasions and by different trained assessors and supervisors19. 
 
Methodological considerations 
We investigated the first main question of this thesis by using various qualitative, 
exploratory methods. To our knowledge, no practice-based studies had been done before with 
the aim to determine if and how specific context factors would influence doctor-patient 
communication. Therefore, to establish the role of context factors, we used an open methodology 
to investigate GP communication patterns in order to find an explanation why GPs had produced 
such low item scores on the MAAS Global in studies until then. We applied a grounded theory 
approach to develop theoretical insights20.  Thus, we were able to stay close to daily practice in 
investigating the role of context on communication. Subsequently, we made repeated 
observations of general practice consultations, observed practice consultations from different 
groups (GPs and GP trainees); and finally interviewed GPs working as communication raters to 
find more confirmative evidence on the role of context on doctor-patient communication. Due to 
the combined expertise of the researchers (coming from general practice, communication 
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research and communication teaching) and to the repeated observations in various targets 
groups, the ecological validity of our findings on the role of context can be considered robust.  
Medical communication performance can be approached and studied from many different 
points of view20-22. We felt we needed an unvarying framework to approach doctor-patient 
communication, that was connected to earlier research and currently used in practice. 
Therefore, we chose the MAAS-Global for all our studies as the framework to clarify context 
influences on communication. The advantage of this choice is that it is a validated instrument 
and that the same instrument was used in previous studies on GP and GP trainee communication 
in the workplace1,24. Moreover, it is a generally applied communication framework in medical 
education25. The content of the MAAS-Global is closely aligned to the widely accepted framework 
of the Calgary-Cambridge model for communication in medical consultations26. There are also 
limitations to this choice. Although the MAAS-Global consists of 13 different communication 
items that are considered important in medical communication, its scope is limited. For instance, 
it focuses solely on doctor behaviour and there are no fixed rules to value the interaction 
between the doctor and the patient. Also, it contains only part of the list of communication skills 
that comprise the Calgary-Cambridge model, and its content has not been updated since 199925. 
Nevertheless, the advantages outweighed the limitations for our research purposes. 
Regarding the second main question in this thesis, we used a mixed design, combining 
qualitative methods (identification of context factors by observation, developing a protocol for 
context-specific rating, think-aloud procedure and interview) with preliminary quantitative 
analyses (comparing items scores between ‘pre- and post-test’ using a paired t-test). Moreover, 
we interviewed trained assessors in order to gain more knowledge on their internal 
considerations regarding the influence of context factors on doctor-patient communication. 
These studies can be regarded as preparatory studies in this yet undiscovered terrain.  
By explicating context factors that influence communication and by designing a context-
specific assessment protocol, we have unveiled part of the internal and implicit process of 
weighing contextual information in assessment. With our research, we have made this process 
explicit and provided the elements necessary for further empirical research. In our studies, 
sample sizes provided enough power to be able to establish a minimal relevant difference 
between the two ratings27. With larger samples and a more robust design it would now be 
possible to do hypothesis testing and provide quantitative data of the effect of incorporating 
context factors into assessment of communication performance.  
As we have stated before (Chapter 4 and 5), it can be considered a limitation in these 
studies that the researcher was not blind to the hypothesized results. Our choice for this was 
motivated by a trade-off between the risk of extra noise produced by the heterogeneity of 
different raters, and an optimal rater consistency of having the same rater for both the first 
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rating without and the second rating with the context-specific protocol. Rater differences can be 
substantial, especially in expert clinicians11,28. Since we found a fair intra-rater reliability, we 
chose for optimal rater consistency. In our view, this outweighed the disadvantage of having to 
train external raters. The exploratory nature of our studies, we felt, could justify our choice.   
In the assessor study, we selected a fairly homogenous group of trained GP assessors from 
two GP specialty programmes to gain more insight into considerations on workplace 
communication assessment.  However, other choices were possible. For instance, we could have 
selected trained assessors randomly from GP specialty training programmes. This, however, 
would have introduced many more differences in assessor background and experience that 
could have led to confusing results. Some of the other training programmes have no special 
assessor teams consisting of GPs that are not part of the faculty or use their teacher staff only. 
Moreover, in the GP specialty training programmes, communication training and assessment are 
usually not only done by GP teachers, but (sometimes exclusively) by behavioural scientist 
teachers. Behavioural scientists, in their assessments of communication, may have different 
views on GP practice and on context, or have other implicit criteria for communication 
performance. The advantage of a purposeful selection of two programmes out of the eight 
medical schools is that these programmes have built up their assessor teams in the same way. 
The disadvantage is that the selection does not fully represent the GP trainee communication 
assessors.  
In choosing for a think-aloud procedure preceding the interview, we hoped to elicit 
spontaneous statements from the assessors on context influences. This way, the assessors would 
not be influenced by the questions themselves. Nevertheless, we needed the interview questions 
to gain further knowledge on the subject. For the assessors, observing the two consultations 
seemed a good precursor for the interview on context influences on communication. The 
combination of these research methods, however, provided us with more information than we 
have been able to analyse yet. 
 
Practice implications for education and assessment 
Undergraduate and postgraduate medical education 
In both undergraduate and postgraduate medical education, teaching medical 
communication  should not solely be focussed on a checklist of ‘bare’ communication skills. 
Teaching communication rather needs to focus on an understanding of the goals and the context 
within which communication takes place. For this, it is important to include the knowledge and 
evidence on why and how communication is effective26. Students and postgraduate trainees 
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could be trained to be more aware of the goals they pursue in their consultations and the 
knowledge and skills that can help them to reach these goals. In teaching communication, the 
application of communication skills needs to be related to goals and to the context of the 
consultation that can affect these goals. It needs to be stressed here that the goals that the doctor 
identifies cannot exist without knowing the patient’s concerns, wishes and expectations.  
For learners to experience continuity in the content of what they are taught on 
communication, practice teachers and the university teachers need to ‘speak the same language’ 
regarding communication skills, goals and relevant context factors. Learners will profit from 
this, and it will also enhance transfer of knowledge and skills, as practice teachers are seen as an 
important and credible source of feedback29. Using the same language will bring the worlds of 
the university classroom and that of the everyday practice closer together. The 
acknowledgement of context differences and their influence on communication is one aspect 
that can make communication teaching more ‘alive’. Moreover, it corresponds with 
contemporary theories on learning from experiences in the workplace30.  
The way of looking at doctor-patient communication in consultations as directed by goals in 
specific contexts, and looking at communication skills as needing to be handled like working a 
sound mixing board, is currently being implemented in the Dutch GP Specialty training 
programmes18. Sharing this view on communication skills with practice teachers will be an 
important ingredient for a successful implementation.  
Communication assessment 
Communication teaching and communication assessment must be closely aligned31. 
Considering the goal-driven nature of communication, communication assessment could cover 
this aspect too. In workplace-based assessment, different methods can be applied to achieve 
this: direct or video observation of consultations; written or oral reflections on consultations 
and communication performance; multisource feedback (including patient feedback); and 
knowledge testing32. For a fair and for the learner useful assessment of direct observation or 
video recordings of consultations, it is necessary for the assessor to be aware of the goals that 
were pursued by the learner. In both direct observation and video recordings, the assessor can 
discuss the learner’s goals afterwards. This may stimulate learners to explicitly verbalise the 
goals of the consultation to the patient. Of course, not all goals will be named explicitly, nor will 
they all become explicit. However, it will make learners more aware of their goals if they are 
trained to explicate them. This would plead for doing communication assessment in dialogue 
with the learner. For this, the assessor will need to have internalised the checklists of context 
factors and communication skills, just like medical doctors have internalised their checklists for 
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history taking in order to diagnose diseases. Using the checklist as a list of boxes to tick is not the 
way it should be applied33. 
 
Implications for research 
For confirmation (or rejection) of the outcomes of communication performance 
assessments found in our exploratory studies, a quantitative analysis could be made with larger 
groups of GPs and GP trainees (from different training programmes) and with several trained 
assessors. Conceivably, GPs and GP trainees may add context information to the consultations 
themselves, thus avoiding a third party to infer the presence of context factors. The 
communication performance can be assessed by two different groups of assessors: one having 
received only a standard training, and one having had a training on context-specific assessment. 
Before the quantitative analysis can be performed, the context-specific rating protocol should be 
reviewed by other GPs. Results from such more rigorous studies can confirm (or reject) the 
generalisability of our results. 
Moreover, following the same design, it can be tested if there is growth in the application of 
adequate communication skills during the GP specialty training programme. With the 
knowledge we now have on communication training and assessment, the Kramer study could be 
repeated1. 
In studying the GP consultations, we suspected many more context factors to influence 
doctor communication patterns. For instance, we guessed that the task perception of the GP, his 
or her perception of the amount of time for the consultation, his or her awareness of the number 
of people in the waiting room, or various personal characteristics might play a role as well. 
However, with the research method we used, these inner thought processes remained 
concealed. In future research, this assumption can be investigated by interviewing GPs on this 
topic. 
It could also be interesting to investigate how GPs, GP teachers and GP trainees look at the 
context-specific model of communication. If the model is acknowledged and relevant context 
factors are identified, this would enhance its validity. 
Finally, the influence of context factors on the communication of other specialties, especially 
in clinical settings, is an interesting avenue for investigation. As we stated before, the influence 
of context may be even greater in the hospital setting. For instance, medical specialists in 
hospitals may be inclined to rely more on technical diagnostic and therapeutic tools than on 
their communication skills. This, of course, has a detrimental effect on the way communication is 
deployed and, thus, is perceived by an outside observer.  
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Conclusions 
 With this thesis, we think we have made a contribution to the knowledge of context 
influences on doctor-patient communication in everyday practice consultations. Through the 
studies we did, we have clarified – to some extent – the role of context on doctor-patient 
communication, specifically in the GP workplace. We have also provided insight in the possible 
implications of taking context into account in communication assessment. 
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Summary 
 
Clarifying context in doctor-patient communication 
In this thesis we examined the role of context in doctor-patient communication in everyday 
practice. We also investigated what the implications are if the context is (or is not) taken into 
account in workplace-based assessment of communication skills of general practitioners and 
general practice trainees. The research was conducted in the settings of undergraduate medical 
education, postgraduate training in general practice, and general practice between 2009 and 
2013. After a general introduction in which we explained what the background is that led to our 
research, we presented in the subsequent five chapters the results of studies on several aspects 
of observing and assessing communication skills. The findings were brought together and 
discussed in the final chapter. 
 
In Chapter 1 we start with describing the context and the rationale of this study. Our 
starting point was that communication is generally considered to be a key factor in good health 
care. It is viewed as one of the powerful diagnostic and therapeutic tools the doctor has at his 
disposal. Communication, thus, is important for all doctors, especially for general practitioners 
who are to a large extent dependent upon their communication abilities for delivering good care. 
In undergraduate medical education as well as in various postgraduate specialty training 
programmes, therefore, communication skills training is an integral part of the medical 
curriculum. Despite all efforts put into teaching communication skills in undergraduate and 
postgraduate medical education, the effects of communication training on actual communication 
performance appear to be somewhat limited. Although many factors play a role in the efficacy of 
teaching communication skills, the gap between the teaching and assessment of communications 
skills in medical education on the one hand, and the use and application of communication skills 
in daily medical practice on the other seems to be an important reason for this. In training 
programmes, communication skills are usually described in terms of basic, generic skills that are 
needed to perform the necessary communicative tasks in the consultation. However, it is often 
unclear which skill needs to be applied in which way or to what extent, in order to achieve a 
specific goal in a certain context. For many learners, the difference between the world of 
communication skills training in the classroom and that of daily practice in the workplace is 
considerable.  
Studies that were done to investigate the effects of communication training on performance 
in clinical practice show conflicting results. Triggered by a study by Kramer et al. showing no 
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training effect on communication, several researchers and teachers in the GP Specialty training 
looked for explanations for the low communication performance scores and for the absence of 
growth. Explanations were sought in various directions, but so far, a clear explanation is still 
lacking. In our view, it is questionable whether a generic communication assessment instrument 
would be able to capture the specific way that communication skills need to be applied in 
different everyday practice contexts. We presumed that this could be one of the reasons that 
generic communication skills are not always ‘seen’ in daily practice, or that their presence is 
judged to be ‘insufficient’. As effective communication is so much context-dependent, a focus on 
context factors for communication could give more insight into the extent that communication 
skills are seen (or not seen), and provide us with an explanation for low scores in 
communication performance assessment. Therefore, the central issue of this thesis is to 
investigate the role of context on doctor-patient communication and the way communication 
skills in a practice-based training programme can be assessed in a way that does justice to the 
context of daily practice.  
 
Chapter 2 presents a study on the way that clerkship students perceive communication 
patterns of their role models in the clinical workplace. Medical students start learning 
professional communication skills in undergraduate education, both through formal training 
and in clinical practice. As role models, physicians working in clinical practice have a powerful 
influence on student learning. Often, practicing physicians may demonstrate communication 
behaviours that do not align with the end points in the training programmes. What we did not 
know, however, was exactly which communication skills students do or do not perceive in the 
doctors that they see working in everyday practice. 
This study aimed to identify more precisely what similarities and differences students 
perceive between role model communication behaviour during clerkships and formal training. 
We selected a number of important communication skills end points and asked students how 
many good or poor examples of these skills they observed in their supervisors or other doctors. 
In a cross-sectional study during three months, we collected data from students who filled out a 
questionnaire in four different clerkships in their fourth and fifth year. Just over half of the 
students reported seeing communication skills that were similar to formal training. They 
perceived similarities to a lesser extent in the first clerkships (internal medicine and surgery) 
than in the later clerkships (paediatrics and primary care). Good examples were seen in 
providing information corresponding to patients’ needs and in shared decision making, although 
students often noted that in fact the doctor made the decision. Poor examples were observed in 
exploring cognitions and emotions, and in providing information meeting patient’s pace.  
Although differences may indeed have been caused by the specialty of the physicians (and the 
Chapter 8 
132 
 
contextual influences therein), differences may also be explained by the sequence of the 
clerkships. In order to learn from their experiences, however, students need debriefing and 
discussion on the communication in the doctor-patient encounters, considering the impact of 
practice-based learning and contextual influences on communication. In fact, this study 
reconfirmed that there is a gap between the school context and the context of everyday practice 
that hampers the acquisition and adequate employment of communication skills.  
 
In chapter 3, we turned to the world of communication in everyday practice of general 
practitioners (GPs). Studies analysing GP communication performance in daily practice showed 
suboptimal application of communication skills. In recent literature on health communication 
research, however, researchers pointed to the important role of context factors for doctor-
patient communication. The context of daily practice may require different skills or specific 
ways of handling these skills, whereas in training programmes, communication skills are mostly 
trained and treated as being generic. The influence of context factors could reveal why GP 
communication performance levels do not appear adequate. Moreover, context factors could 
also provide an explanation for the limited effects of communication skills training for GP 
registrars.  So far, no empirical analysis of context influences for doctor-patient communication 
had been made. The aim of this study was to identify context factors that could be related to GP 
communication.  
Using a grounded theory approach, we studied and analysed a purposive sample of real-life 
videotaped GP consultations (N = 17). As a frame of reference for communication skills we chose 
the MAAS-Global, which is a widely used assessment instrument for medical communication. By 
inductive reasoning, we analysed the GP communication behaviour in the consultations that led 
to poor item scores. In these cases we looked for the presence of an intervening context factor, 
and how this might explain the actual GP communication behaviour. We identified 19 context 
factors that could potentially explain deviations from generic recommendations on 
communication skills. These context factors could be categorised into doctor-related, patient-
related, and consultation-related factors. As doctor-related context factors, we considered the 
GP’s knowledge of the patient and knowledge of the way the patient communicates to be 
influential. A related factor seemed to be the prior knowledge the GP had of the patient’s medical 
history: generally the GP referred to a prior episode, or connected the current problems to the 
patient’s medical history. Moreover, more experienced GPs seemed to know what they were 
asking for, used fewer questions, applied the skill ‘Structuring’ more loosely, and without losing 
key information performed adequately on a medical level. Therefore we considered GP 
experience a relevant context factor as well. 
Summary 
133 
 
As important patient-related context factors we identified specific verbal and non-verbal 
patient behaviour to be influential on communication.  An additional context factor was inferred 
from cases where other professionals were involved in the treatment. We observed that these 
consultations focussed on questions on management that were important to the patient, while 
communication on diagnosis was often absent. Furthermore, we observed consultations in 
which no history was taken. From this we concluded that it was an influential context factor for 
communication if the health problem was known to both the GP and the patient. And from the 
observation of a patient who started to roll up his sleeve for his blood pressure check-up, 
without any prior instructions from the GP, we inferred that he must have been familiar with the 
procedure. Thus, we considered the patient’s familiarity with the physical examination a context 
factor as well. 
We observed differences between consultations that were initiated by the GP on the one 
hand and consultations in which the patient had taken the initiative to attend on the other hand. 
The former mostly were part of a chronic disease or preventive protocol (e.g. hypertension). 
These consultations differed essentially from single consultations; first consultations in a series; 
and other follow-up consultations in which the patient presented with a problem and the GP had 
to explore and find out what the patient required. Also specific aspects of the presented problem 
were inferred as consultation-related factors. In dealing with complaints that were easily solved 
and which usually have little emotional impact, there is no need for the GP to discuss emotions. 
Psychosocial problems, on the other hand, are generally not easily solved and require extensive 
exploring of emotions and starting points for individual solutions. Problems needing urgent help 
were observed to lead to direct action. From this we considered these to be three relevant 
consultation-related context factors as well.  The characteristics of the physical examination also 
seemed to make a difference: it could be simple or complex, invasive or superficial, leave room 
for social talk or require full attention of the GP. If the examination is invasive and complex, the 
GP will need to explain more than in a simple and superficial examination like inspecting the 
skin of an arm or leg. Finally, the number of persons present in the consultation room was a 
relevant context factor in the communication process. When more persons are present, the GP 
will need to assess what each person’s role is and will subsequently have to divide his time and 
attention accordingly. 
In this study, we found several context factors that could explain why the GP scored low on 
communication items of an assessment tool, yet displayed adequate professional performance. 
From what we found, it seems that the way generic communication assessment instruments are 
used does not suffice to assess communication performance in general practice in a fair and 
balanced way. By identifying these context factors, we may have created a perspective to solve 
the limitations of generic communication assessment. 
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Chapter 4 focuses on the question whether item scores on the MAAS-Global would change 
if context factors would explicitly be taken into account when assessing communication 
performance. Clearly, if context factors have an impact on communication in the workplace, then 
this must also make a difference in communication assessment. Explicitly including the 
identified context factors in communication training and assessment might be an elegant way to 
do justice to the complexity, diversity and specifics of daily general practice and at the same time 
to retain the importance of mastering separate communication skills. We used a mixed method 
design to explore how ratings would change. We developed a context-specific assessment 
protocol and applied this to daily GP consultations. A random sample of everyday GP 
consultations was used to see if previously identified context factors could be observed again. 
The sample was rated twice using the same assessment instrument as before (the MAAS-Global), 
first in the standard way and secondly after context factors were explicitly taken into account, by 
using the context-specific rating protocol. In between first and second rating, the presence of 
context factors was established. In 38 out of 40 consultations, context factors prompted 
application of the context-specific rating protocol. Mean overall score on the 7-point MAAS-
Global scale increased from 2.98 in standard to 3.66 in the context-specific rating (p < 0.00); the 
effect size for the total mean score was 0.84.  
Applying the context-specific rating protocol, the mean overall score rose above the level set 
in an earlier study for the MAAS-Global scores to represent ‘adequate GP communication 
behaviour’. Our findings indicate that incorporating context factors in communication 
assessment thus makes a meaningful difference and shows that context factors should be 
considered as ‘signal’ instead of ‘noise’ in GP workplace-based communication assessment. We 
found that explicitly taking context factors into account in assessment leads to a more deliberate 
and transparent rating of GP communication performance. 
 
In the study presented in chapter 5, we looked at daily GP trainee consultations, for they 
may differ from GP consultations. We asked ourselves: do the same context factors appear in GP 
trainee consultations? And if so, what is the effect of taking these context factors into account? 
We studied GP trainee consultations for the presence of context factors and subsequently 
applied the same study design as described above with GP trainee consultations to compare the 
results of the usual and context-specific way of communication assessment. All previously 
identified context factors were again observed in GP trainee consultations. In communication 
assessment scores, we found a significant difference in 5 out of 13 MAAS-Global items, mostly in 
a positive direction. The effect size, however, was moderate (0.57). We concluded that GP 
trainee communication is also influenced by contextual factors and they seem to adapt to 
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context factors in a professional way. Therefore, we suggested that the GP specialty training 
needs to focus on a context-specific application of communication skills, and that 
communication raters need to be taught how to incorporate context factors into their 
assessments. 
 
However, little was known of how assessors of communication take or do not take context 
factors into account in their assessments. This is the study topic of chapter 6.  In the GP training 
programme, trained assessors regularly judge trainee communication performance. Assessors 
use a generic assessment instrument for this but we wondered if they also see context factors 
playing a role in daily consultations and if so, how they – implicitly or explicitly – take these 
context factors into account when rating communication performance. For this, we asked 
nineteen GPs working as assessors in two GP training institutes to do a think-aloud assessment 
of two GP trainee consultations and interviewed them immediately after that to obtain their 
views on the influence of context factors on communication assessment. Results from both data 
sources were further analysed. We used a grounded theory approach to untangle the influence 
of context factors on GP communication and on communication assessment.  
Both from the think-aloud procedure and from the interviews we found that the assessors 
identified various context factors influencing communication, which could again be categorised 
into doctor-related, patient-related, consultation-related context factors. Moreover, the 
assessors named education-related factors to influence their assessments. However, they had 
different views and practices on how to incorporate context factors into the assessment of the 
GP(-trainee) communication performance. We concluded that assessors acknowledge that 
context factors affect communication in GP consultations to some extent but they struggle with 
the way contextual influences should be taken into account when assessing communication 
performance in an educational context. To assess practice situations, we think that assessors 
need extra guidance on how to handle specific contextual factors. 
 
In chapter 7, we first discuss the main results of our studies and their implications for 
communication skills training and assessment in the (undergraduate medical and) GP specialty 
training, and secondly some methodological questions regarding our studies. With the results of 
our studies, we found empirical confirmation that doctor-related factors, patient-related factors 
and consultation-related context factors influence doctor-patient communication in the 
workplace. The main questions of this thesis were studied using various methods in different 
groups of stakeholders. 
We have found support for the theoretical notion that doctor-patient communication in 
general is an inherently goal-oriented activity; it always serves one or more goals. Moreover, as 
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the interaction is dynamic, goals may vary and change during the interaction. However, the 
specific goals that communication serves depend on the specific context in which the interaction 
takes place. We have adapted an existing model to illustrate this process, based on our findings. 
In this chapter, we also discuss the practice implications for education in medical 
communication and for workplace-based assessment of communication, particularly in the 
setting of the GP specialty training. In our view, in both undergraduate and postgraduate 
medical education, teaching medical communication needs to focus on an understanding of the 
goals of communication and on its relationship to the context within which the communication 
takes place. For learners to experience continuity in the content of what they are taught on 
communication, practice teachers and school teachers need to ‘speak the same language’ 
regarding communication skills, goals and relevant context factors.  
In communication assessment, there are several considerations to be made by the assessor: 
1) does the communicative intervention contribute to the goals in the consultation? 2) are the 
goals fit for in that context? 3) does the lack of a specific communicative intervention lead to a 
relevant loss in the process of delivering good care? Therefore, in assessing communication, the 
context needs to be taken into account, however difficult and subjective it may be to decide for 
an assessor when, in a certain consultation, to give in and say “in this situation, this performance 
is OK despite the absence of observable, predefined skills in the book”. For communication 
assessment, every situation needs to be carefully observed and the weight of context factors 
needs to be determined. As long as the assessor is able to explicate the criteria and 
considerations that lead to the decision, there is openness and controllability. Preferably, 
communication assessment in medical education is done in dialogue with the student or trainee, 
so that students are able to express what their goals were and how they deployed their 
communication skills to achieve them.  
To be able to explicate the decision, however, the assessor needs a firm knowledge basis on 
communication and on the context factors that can influence communication. In GP specialty 
training, the GP supervisors and teachers should be trained to adequately assess their trainee’s 
communication performance – incorporating context, but not letting it be an excuse to ignore 
what should have been done. Finally, we address several possibilities for further research. 
In conclusion, with this thesis we have made a contribution to the knowledge of context 
influences on doctor-patient communication in everyday practice consultations. Through the 
studies we did, we have clarified – to some extent – the role of context on doctor-patient 
communication, specifically in the GP workplace. We have also provided insight in the possible 
implications of taking context into account in communication assessment. 
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Verhelderen van de rol van contextfactoren in de communicatie 
tussen (huis)arts en patiënt 
In dit proefschrift onderzochten we hoe context een rol speelt in de communicatie tijdens 
consulten tussen huisarts en patiënt in de dagelijkse praktijk. We onderzochten ook wat de 
implicaties zijn wanneer je context betrekt bij de toetsing van communicatieve vaardigheden 
van huisartsen en artsen in opleiding tot specialist-huisarts (aios) in de praktijk. De 
onderzoeken zijn uitgevoerd in de periode van 2009 tot 2013 in verschillende settings: de 
basisopleiding tot arts, de vervolgopleiding tot huisarts en de huisartspraktijk. Na de algemene 
inleiding presenteren we in de volgende vijf hoofdstukken de verschillende studies die we 
hebben uitgevoerd rond arts-patiëntcommunicatie in de praktijk. Tenslotte bespreken we in het 
laatste hoofdstuk de gevonden resultaten en de betekenis daarvan voor medische (vervolg-) 
opleiding. 
Hoofdstuk 1 start met de uiteenzetting van de rationale en motieven voor dit onderzoek. 
Het vertrekpunt is dat communicatie in het algemeen gezien wordt als een essentiële factor voor 
goede zorg. Het is een krachtig diagnostisch en therapeutisch instrument dat de arts tot zijn 
beschikking heeft. Communicatie is belangrijk voor alle artsen, maar in het bijzonder voor de 
huisarts, omdat deze in hoge mate afhankelijk is van zijn communicatieve vaardigheden bij het 
leveren van goede zorg. Daarom zijn zowel in de basisopleiding als in de vervolgopleidingen tot 
medisch specialist communicatietrainingen een integraal onderdeel van het curriculum. 
Ondanks de inspanningen en de energie die in communicatietrainingen gestopt wordt in de 
medische opleidingen, lijken de effecten ervan beperkt. Hoewel veel factoren van invloed zijn op 
de effectiviteit van trainingen, is de kloof die er bestaat tussen het doceren en toetsen van 
communicatieve vaardigheden aan de ene kant en het gebruik en de toepassing ervan in de 
dagelijkse praktijk aan de andere kant een belangrijke reden daarvoor. In trainingprogramma’s 
worden de communicatieve vaardigheden vaak beschreven in termen van basale, generieke 
vaardigheden die nodig zijn om de noodzakelijke communicatietaken in het consult te kunnen 
uitoefenen. Daaruit wordt echter niet duidelijk welke vaardigheid op welke manier en in welke 
mate moet worden toegepast om in een bepaalde context een bepaald doel te bereiken. Voor 
veel lerenden is het verschil tussen de wereld van de communicatietraining en die van de 
dagelijkse praktijk te groot. 
Onderzoeken, die gedaan zijn om de effecten van communicatietrainingen op het gedrag in 
de dagelijkse, klinische praktijk van de arts te onderzoeken, laten tegenstrijdige resultaten zien. 
In de Huisartsopleidingen is in een onderzoek van Kramer et al. gevonden dat bij aios nauwelijks 
sprake is van groei in communicatie tijdens de opleiding. Naar aanleiding hiervan is door 
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docenten en opleiders naar verklaringen gezocht voor de gevonden lage scores en geringe groei 
van communicatievaardigheden in de praktijk. Verklaringen werden gezocht in verschillende 
richtingen, maar tot dusverre ontbreekt een heldere verklaring. Naar onze mening is het 
twijfelachtig of de communicatieprestatie van artsen in verschillende contexten van de 
dagelijkse praktijk met een generiek communicatievaardighedeninstrument te toetsen is. Wij 
redeneerden dat dit één van de redenen kon zijn dat generieke communicatievaardigheden niet 
‘gezien’ worden in de dagelijkse praktijk, of dat de aanwezigheid ervan als ‘onvoldoende’ 
bestempeld werd. Aangezien effectieve communicatie in hoge mate afhankelijk is van de context 
waarin deze plaatsvindt, zou meer aandacht aan contextfactoren voor communicatie gegeven 
moeten worden. Dit zou inzicht kunnen geven in de manier waarop communicatievaardigheden 
(al dan niet) ‘gezien’ worden. Bovendien zou dit een verklaring kunnen bieden voor de lage 
scores op communicatieve prestaties van de huisartsen en aios huisartsgeneeskunde. Daarom is 
het centrale thema van dit proefschrift welke rol contextfactoren spelen in de arts-
patiëntcommunicatie tijdens het consult en hoe deze contextfactoren al dan niet meegenomen 
kunnen worden in de toetsing van communicatieprestaties. 
In hoofdstuk 2 presenteren we een onderzoek naar de manier waarop co-assistenten de 
communicatie van hun rolmodellen in de praktijk waarnemen. Geneeskundestudenten starten 
met het leren van communicatievaardigheden tijdens de basisopleiding, zowel door middel van 
formele trainingen op de universiteit als via de coschappen in de klinische praktijk. Artsen die 
werkzaam zijn in de klinische praktijk hebben als rolmodel een grote invloed op het leren van 
studenten. In de ‘echte praktijk’ laten artsen echter andere communicatieve patronen zien dan 
die studenten leren tijdens de formele trainingen. Wat we nog niet wisten, is welke 
communicatieve vaardigheden de coassistenten dan precies wel en welke ze niet zien bij hun 
rolmodellen in de praktijk. 
Het doel van ons onderzoek was om de verschillen en overeenkomsten die de studenten 
zien tussen het gedrag van hun rolmodellen en datgene wat ze in hun formele training 
aangeboden krijgen preciezer in kaart te brengen. Daartoe selecteerden we een aantal relevante 
communicatie-eindtermen uit de trainingen en vroegen de studenten welke en hoeveel van deze 
vaardigheden zij waarnamen in het gedrag van artsen werkzaam in de praktijk van het coschap. 
Gedurende een periode van drie maanden legden we aan vierde- en vijfdejaars coassistenten een 
vragenlijst hierover voor aan het einde van vier verschillende coschappen. Iets meer dan de helft 
van de coassistenten rapporteerde dat ze in de praktijk goede voorbeelden van 
communicatievaardigheden bij hun rolmodellen hadden gezien die overeenkwamen met wat ze 
in de trainingen leerden. Ze gaven echter aan dat ze de goede voorbeelden in de eerste 
coschappen (interne en chirurgie) minder vaak zagen dan in de latere coschappen 
(kindergeneeskunde en huisartsgeneeskunde). Goede voorbeelden werden met name gezien in 
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het geven van informatie die aansloot bij de behoefte van de patiënt en in gezamenlijke 
besluitvorming (‘shared decision making’), ofschoon de coassistenten bij het laatste opmerkten 
dat de beslissingen in feite vaak door de arts genomen werden. Slechte voorbeelden werden 
vooral gezien bij het exploreren van cognities en emoties en bij het geven van informatie 
passend bij het tempo van de patiënt. Het kan zijn dat de verschillen van de waargenomen goede 
en slechte voorbeelden inderdaad met (de context van) het specialisme te maken hadden, maar 
ze kunnen ook verklaard worden door een volgorde-effect: bij latere coschappen zijn de 
coassistenten wat meer gewend aan het werken in de praktijk en hebben ze meer ruimte om 
hun rolmodel goed waar te nemen. Gelet op de grote impact van praktijkervaringen op 
studenten dienen in de coschappen nabesprekingen plaats te vinden waarin de arts-
patiëntcommunicatie besproken wordt. Op deze manier kunnen coassistenten van hun 
ervaringen gerichte leerervaringen maken en kan ook duidelijk worden hoe de context van 
invloed is op de communicatie. 
In hoofdstuk 3 verleggen we onze blik naar de huisartspraktijk. Onderzoeken die de 
communicatieve prestaties van huisartsen in de dagelijkse praktijk analyseerden, lieten zien dat 
zij communicatieve vaardigheden niet optimaal zouden toepassen. In recente literatuur over 
onderzoek naar communicatie in de gezondheidszorg werd echter gewezen op de rol van 
contextfactoren. Daarin werd gesteld dat de context van de dagelijkse praktijk kan vragen om 
communicatieve vaardigheden op een bepaalde manier in te zetten, terwijl in 
trainingsprogramma’s communicatievaardigheden veelal als generieke vaardigheden worden 
gezien en behandeld. De invloed van contextfactoren in de dagelijkse praktijk zou kunnen 
verklaren waarom de communicatieve prestaties van huisartsen niet adequaat lijken. Bovendien 
zouden ze een verklaring kunnen bieden voor het beperkte effect van communicatietrainingen 
aan huisartsen in opleiding. Tot dusverre was geen empirisch onderzoek verricht naar de 
invloed van contextfactoren op arts-patiëntcommunicatie. Het doel van deze studie was om 
contextfactoren te identificeren die van invloed zijn op de arts-patiëntcommunicatie in het 
dagelijkse huisartsconsult. 
Met behulp van een ‘grounded theory’ benadering hebben we een steekproef van zeventien 
op video opgenomen huisartsconsulten geanalyseerd. Als referentiekader voor de benodigde 
communicatievaardigheden kozen we voor de MAAS-Globaal, een generiek instrument voor 
communicatietoetsing, dat in de meeste huisartsopleidingen wordt gebruikt. Inductief 
redenerend maakten we een analyse van het communicatiegedrag van de huisartsen dat leidde 
tot lage scores op het toetsinstrument. In die gevallen keken we naar de aanwezigheid van 
factoren in de context van het consult die het gedrag van de huisarts konden verklaren. We 
identificeerden zo negentien contextfactoren die konden verklaren waarom de huisarts afweek 
van de generieke aanbevelingen voor het toepassen van communicatievaardigheden. Deze 
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contextfactoren konden worden ingedeeld in artsgerelateerde, patiëntgerelateerde en 
consultgerelateerde factoren. We beschouwden bijvoorbeeld de bekendheid van de arts met de 
patiënt en diens manier van communiceren als een artsgerelateerde contextfactor. Ook de 
bekendheid van de arts met de medische voorgeschiedenis van de patiënt leek een belangrijke 
contextfactor: de huisarts refereerde nogal eens naar een voorafgaande ziekte-episode of 
verbond de actuele klachten of problemen aan eerder geconstateerde problemen of ziekte van 
de patiënt. Bovendien leken meer ervaren huisartsen beter te weten waar ze naar moesten 
vragen, gebruikten ze minder explorerende vragen, structureerden ze het consult minder strak 
en leverden ze desalniettemin adequate zorg. Daarom beschouwden we de ervaring van de 
huisarts ook als een contextfactor.  
Ook specifiek verbaal en non-verbaal gedrag van de patiënt was regelmatig van invloed op 
de communicatie van de arts. Daarom wezen we dit aan als een patiëntgerelateerde 
contextfactor. Wanneer een patiënt bij een andere hulpverlener onder behandeling was, werd 
veelal gesproken over kwesties rond het behandelbeleid, maar nauwelijks of niet over 
diagnostiek. Hieruit concludeerden we dat de bekendheid van arts en patiënt met het 
gezondheidsprobleem en het al dan niet onder behandeling zijn bij een andere hulpverlener 
relevante patiëntgerelateerde contextfactoren voor communicatie waren. Ook de bekendheid 
van de patiënt met het lichamelijk onderzoek (bijvoorbeeld doordat hij alvast zijn hemdsmouw 
ging oprollen) bleek een factor te zijn die van invloed was op de communicatie.  
Daarnaast observeerden we verschillen tussen consulten die op initiatief van de arts tot 
stand gekomen waren en consulten waarbij het initiatief voornamelijk van de patiënt afkomstig 
was. De eerstgenoemde vormden vaak onderdeel van een preventie- of chronische-
ziekteprotocol (bijvoorbeeld hypertensie). Deze consulten verschilden wezenlijk van eerste of 
vervolgconsulten waarin de patiënt een klacht presenteerde. In deze laatste zagen we de 
huisarts veel meer exploreren en vragen naar de verwachtingen en hulpvraag van de patiënt. 
Ook specifieke aspecten van de gepresenteerde problemen kwamen naar voren als 
consultgerelateerde contextfactoren. Zo zagen we dat in het geval van eenvoudig op te lossen 
klachten die weinig emotionele impact hebben er geen noodzaak was om op emoties in te gaan. 
Psychosociale problemen daarentegen zijn over het algemeen niet eenvoudig op te lossen en 
vragen om een brede exploratie van gevoelens en aanknopingspunten voor individueel 
toegesneden oplossingen. In het geval dat een spoedeisend probleem aan de orde is, vereist dat 
van de arts direct handelen en veel minder een uitgebreid exploreren van verwachtingen bij de 
patiënt. Deze beschouwden we ook als consultgerelateerde contextfactoren voor communicatie. 
De kenmerken van het lichamelijk onderzoek leken ook verschil te maken in de arts-
patiëntcommunicatie: het lichamelijk onderzoek kon eenvoudig of complex zijn, invasief of 
oppervlakkig, ruimte laten voor gesprek of juist volledige concentratie van de arts vragen. Een 
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complex en invasief lichamelijk onderzoek vereist meer toelichting en instructie dan een 
eenvoudig en oppervlakkig onderzoek, bijvoorbeeld van de huid van de arm of het been. 
Tenslotte was ook het aantal in de spreekkamer aanwezige personen een belangrijke 
contextfactor voor de communicatie. Als er meer personen aanwezig zijn, zal de huisarts moeten 
bepalen in welke rol ieder daar zit en zo nodig de tijd en aandacht moeten verdelen. 
Op basis van wat we in deze studie vonden, concludeerden we dat de manier waarop 
generieke instrumenten worden gebruikt voor communicatietoetsing geen recht doet aan de 
communicatieve prestaties in de dagelijkse praktijk. 
In hoofdstuk 4 richtten we ons op de vraag of en hoe de scores op de MAAS-Globaal zouden 
veranderen wanneer we de genoemde contextfactoren in de toetsing van communicatie zouden 
verdisconteren. Immers, indien contextfactoren van invloed zijn op de communicatie in de 
dagelijkse praktijk, dan zou dit ook verschil moeten maken voor de toetsing van communicatie. 
Het expliciet verdisconteren van contextfactoren in de toetsing zou dan een elegante manier zijn 
om recht te doen aan de complexiteit, veelzijdigheid en specifieke kenmerken van de dagelijkse 
praktijk van de huisarts, en tegelijkertijd niet het belang van het beheersen van de afzonderlijke 
communicatievaardigheden uit het oog te verliezen. We gebruikten een zogenaamd ‘mixed 
method design’ om de vraag te onderzoeken. We namen een willekeurige steekproef uit een 
databestand van in de praktijk op video opgenomen huisartsconsulten. Deze consulten bekeken  
we met het doel na te gaan of we daarin de eerder geïdentificeerde contextfactoren terugzagen. 
Bovendien werd het communicatiegedrag van de huisartsen daarin gescoord met de MAAS-
Globaal. Vervolgens ontwikkelden we een contextspecifiek scoringsprotocol, waarbij we nauw 
aansloten bij de uitgangspunten van de oorspronkelijke handleiding van de MAAS-Globaal. 
Daarna scoorden we het communicatiegedrag in de consulten uit de steekproef nogmaals, maar 
nu met toevoeging van het contextspecifieke protocol waarin we expliciet rekening hielden met 
de context. We vonden dat in 38 van de 40 consulten het contextspecifieke scoringsprotocol van 
toepassing was. Het totaalgemiddelde op de 7-puntsschaal van de MAAS-Globaal steeg van 2,98 
in de standaardmanier van scoren naar 3,66 in de contextspecifieke manier van scoren (p < 
0,00). De effectgrootte voor het totaalgemiddelde was hoog (0,84).  
Door het toepassen van het contextspecifieke scoringsprotocol kwam de totaalgemiddelde 
score ook uit boven het niveau dat in een eerder onderzoek was aangemerkt voor een ‘adequaat 
communicerende huisarts’. Onze bevindingen geven dus aan dat het verdisconteren van 
contextfactoren in de toetsing van communicatievaardigheden in de praktijk een betekenisvol 
verschil kan maken. Wij concluderen hieruit dat contextfactoren dus eerder als ‘signaal’ dan als 
‘ruis’ beschouwd moeten worden bij het toetsen van arts-patiëntcommunicatie. Bovendien 
vonden we dat het expliciet betrekken van contextfactoren leidt tot een meer transparante 
toetsing van arts-patiëntcommunicatie. 
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In de studie die we presenteren in hoofdstuk 5 keken we naar consulten van artsen in 
opleiding tot specialist (aios) huisartsgeneeskunde. Deze kunnen immers verschillen van 
huisartsconsulten als het gaat om de aan- of afwezigheid van contextfactoren. Onze vraag was 
dan ook of dezelfde contextfactoren aanwezig zijn in consulten van aios als in huisartsconsulten. 
Zo ja, dan wilden we ook weten wat het effect zou zijn van het verdisconteren van 
contextfactoren in het toetsen van aios. Hiertoe onderzochten we een steekproef van 
aiosconsulten uit een eerder onderzoek van de afdeling Huisartsgeneeskunde van het 
Amsterdams Medisch Centrum (AMC) en pasten we hetzelfde onderzoeksdesign, zoals 
hierboven beschreven, toe op de aiosconsulten. We vergeleken wederom de resultaten van de 
standaardscoring met de contextspecifieke scoring van de arts-patiëntcommunicatie van de aios.  
We vonden alle eerder geïdentificeerde contextfactoren ook in de aiosconsulten. Bovendien 
vonden we een significant positief verschil in 5 van de 13 items van de MAAS-Globaal. De 
verschillen waren over het algemeen kleiner dan bij de huisartsen. Ook was de effectgrootte 
slechts middelmatig (0,57). Onze conclusie was dat ook de arts-patiëntcommunicatie in 
aiosconsulten beïnvloed wordt door contextfactoren en dat aios hun communicatie impliciet aan 
die context aanpassen en zich zo aan de professionele standaard conformeren. Op basis van onze 
bevindingen in deze en voorgaande studie menen we dat het communicatieonderwijs in de 
vervolgopleiding zich dient te richten op een contextspecifieke toepassing van 
communicatievaardigheden. Bovendien zou het dan ook nodig zijn om beoordelaars van 
communicatieve prestaties van aios  te scholen in hoe zij contextfactoren in hun beoordelingen 
kunnen verdisconteren. We realiseerden ons echter ook dat we eigenlijk niet goed wisten of en 
zo ja, hoe beoordelaars van communicatieve prestaties van aios op dit moment contextfactoren 
meewegen in hun beoordelingen. 
Dat bracht ons tot het onderzoek waarvan we in hoofdstuk 6 verslag doen. In de 
huisartsopleidingen worden de communicatieve vaardigheden van aios regelmatig beoordeeld 
door getrainde beoordelaars. Deze beoordelaars doen dat veelal met behulp van de MAAS-
Globaal en zijn getraind in het scoren volgens de ‘standaard’ manier zoals die omschreven staat 
in de Handleiding van de MAAS-Globaal. We vroegen ons af of deze beoordelaars in de dagelijkse 
consulten zagen dat contextfactoren een rol spelen in de communicatie van de arts met de 
patiënt en zo ja, of zij deze contextfactoren, impliciet of expliciet, verdisconteren in hun 
beoordelingen. We vonden 19 huisartsen van twee huisartsopleidingsinstituten, die allen 
werken als beoordelaars van communicatie, bereid om mee te doen aan dit onderzoek. We 
vroegen ze hardop-denkend twee aiosconsulten te beoordelen. Direct daaropvolgend namen we 
hen een interview af over hun ideeën over de invloed van contextfactoren op arts-
patiëntcommunicatie en op de beoordeling daarvan. De resultaten uit beide informatiebronnen 
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(hardop-denken en interviews) analyseerden we vervolgens met behulp van een ‘grounded 
theory’ benadering. 
We vonden, zowel in de hardop-denken procedure als in de interviews, dat beoordelaars 
verscheidene contextfactoren in de consulten in verband brachten met de communicatie tussen 
de huisarts en de patiënt. De genoemde contextfactoren kwamen grotendeels overeen met de 
door ons eerder gevonden factoren en konden wederom ingedeeld worden in artsgerelateerde, 
patiëntgerelateerde en consultgerelateerde factoren. Bovendien noemden de beoordelaars 
verschillende opleidingsgerelateerde factoren die van invloed konden zijn op hun beoordeling. 
De beoordelaars verschilden echter in hun kijk op en in de manier waarop zij contextfactoren 
feitelijk in hun beoordelingen van de arts-patiëntcommunicatie verdisconteren. We 
concludeerden hieruit dat ook beoordelaars de invloed van contextfactoren op arts-
patiëntcommunicatie onderkennen, maar dat zij worstelen met hoe zij daar in hun beoordeling 
mee om moeten gaan. Hierin meenden we een bevestiging te vinden voor de noodzaak van 
gerichte ondersteuning en scholing voor beoordelaars in hoe zij contextfactoren in hun 
beoordelingen kunnen verdisconteren. 
In het laatste hoofdstuk, hoofdstuk 7, bespreken we de belangrijkste resultaten van onze 
studies en koppelen deze aan de hoofdvragen van dit proefschrift. De hoofdvragen hebben we 
onderzocht met verschillende methoden en bij verschillende groepen die bij het onderwerp 
betrokken zijn. Op basis van onze bevindingen denken we dat arts-patiëntcommunicatie in de 
spreekkamer beïnvloed wordt door verschillende contextfactoren, die met zich meebrengen dat 
in elk consult andere doelen worden nagestreefd. Aangezien menselijke communicatie een 
doelgerichte activiteit is, verschilt dus ook de arts-patiëntcommunicatie op geleide van die 
doelen. De doelen kunnen bovendien gedurende het consult veranderen als gevolg van de 
dynamische interactie tussen de arts en de patiënt. Op grond van  deze overwegingen hebben we 
een reeds bestaand model voor arts-patiëntcommunicatie aangepast en de bevindingen van ons 
onderzoek daarin verwerkt. 
Vervolgens bespreken we in dit hoofdstuk wat de betekenis van ons onderzoek is voor het 
communicatieonderwijs en de toetsing van arts-patiëntcommunicatie, in het bijzonder voor de 
huisartsopleiding. We denken dat het communicatieonderwijs zich meer dient te richten op het 
begrip van de doelen die in een medisch consult aan de orde zijn en hoe contextfactoren daarop 
van invloed kunnen zijn. Naar onze mening is het bovendien belangrijk dat studenten en aios 
continuïteit ervaren in wat hen geleerd wordt over arts-patiëntcommunicatie. Dat betekent 
onder andere dat opleiders in de praktijk en docenten verbonden aan de (basis- en vervolg-) 
opleidingen dezelfde ‘taal’ dienen te spreken als het gaat om arts-patiëntcommunicatie.  
Wat betreft de toetsing van communicatievaardigheden dienen beoordelaars steeds in hun 
beoordelingen mee te nemen of de communicatieve interventie bijdraagt aan het behalen van 
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het gestelde doel (van zowel patiënt als arts) in het consult, of het gestelde doel past bij die 
context, en of het ontbreken van een bepaalde communicatieve interventie (niet) leidt tot een 
relevant verlies in het leveren van goede zorg. Dat betekent dat bij de toetsing van communicatie 
de relevante contextfactoren meegenomen moeten worden, hoe moeilijk en subjectief het soms 
voor een beoordelaar kan zijn om dat te doen. Bij elke situatie dient de beoordelaar een 
zorgvuldige afweging te maken hoe de context van invloed is op het consult. Zolang de 
beoordelaar in staat is om de criteria en overwegingen die tot zijn oordeel hebben geleid te 
expliciteren, zullen beoordelingen transparant en controleerbaar zijn. Hiervoor is scholing van 
beoordelaars en opleiders echter onontbeerlijk. 
Concluderend denken we dat we met dit proefschrift een bijdrage hebben geleverd aan de 
kennis over de rol van context in arts-patiëntcommunicatie tijdens alledaagse praktijkconsulten. 
Bovendien hebben we inzicht geboden in de betekenis en consequenties van het meenemen van 
contextfactoren in de toetsing van arts-patiëntcommunicatie. 
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Dankwoord 
Dit proefschrift sluit het begin van een nieuwe periode in mijn werkend leven af. Maar het voelt 
niet als een einde; het gaat, hoop ik, nog een tijdje door. Het bezig zijn met onderzoek heeft me 
geïnspireerd om er meer van te gaan doen. Ik voel me rijker dan ooit met alle ervaringen en 
kennis die ik de afgelopen vijf jaren heb verzameld. Deze rijkdom is tot mij gekomen door veel 
mensen om mij heen: mensen die ik nieuw heb leren kennen en mensen die er al heel lange tijd 
waren. Ik weet zeker dat ik bij het noemen van de namen ook mensen zal vergeten. Dus voor 
iedereen die mij de afgelopen jaren gesteund heeft: enorm veel dank hiervoor! Maar ik wil toch 
ook een aantal mensen met name noemen. 
Allereerst mijn drie promotoren. Ook al zo’n rijkdom!  Om te beginnen Sandra: wat heb ik 
genoten van onze samenwerking. Ik kan me onze eerste ontmoeting nog herinneren, nu 
ongeveer 8 jaar geleden bij het NIVEL. Merkwaardigerwijs waren we elkaar voordien niet 
tegengekomen, ondanks het gemeenschappelijk domein waarop onze aandacht is gericht en de 
overlap in personen die we kennen van werk en studie. Maar ja, in die periode lagen onderwijs 
geven en onderzoek doen voor mij nog wat meer uit elkaar. Gelukkig is dat samengekomen. In 
mijn herinnering was er direct een prettige vorm van debat tussen ons: uitdagend en respectvol. 
Dat is steeds zo gebleven. Ik heb me mogen laven aan je kennis en ervaring met onderzoek van 
communicatie in de gezondheidszorg. Heel veel dank daarvoor. 
Dan nog twee van die kanjers: Cees en Chris. Ik kan slecht kiezen bij wie ik wil beginnen. Cees 
was er eerder, dus vooruit. Ik heb jou, Cees, niet alleen beleefd als iemand met heel veel 
expertise en standing, maar ik heb je vooral ervaren als een echt goede begeleider. Je draait niet 
om zaken heen en verwoordt steeds wat de belangrijkste punten zijn. En wat er nog aan 
ontbreekt of beter kan. Het schrijven van wetenschappelijke artikelen is een kunde die je moet 
leren. Gelukkig kwam je tegen het einde ook met de opmerking “Nou, nu heb je echt een stap 
gezet!”. Heel veel dank voor je feedback en je steun. 
Chris, voor mij ben jij steeds degene geweest die zorgde voor het goede evenwicht tussen de 
wetenschappelijkheid en de pragmatische aard van de huisartsgeneeskunde. Je kennis van de 
wereld van de huisartsgeneeskunde, onderzoek, trends en tijdschriften zetten mij steeds in de 
goede uitgangspositie. Het voelde als balsem om met jou te mogen samenwerken. Ook aan jou 
heel veel dank. 
En dan Anneke. Zonder jou was dit allemaal niet gebeurd. Jij trok de stoute schoenen aan en 
vroeg me of ik niet wilde promoveren. Zomaar op een doordeweekse dinsdag op de fiets naar 
het station. Mijn eerste antwoord was “Geen denken aan!”. Maar het idee liet me niet los en ik 
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voelde de uitdaging. Ik ben je uitermate dankbaar dat je je niet uit het veld liet slaan door mijn 
eerste reactie en dat je me op dit spoor hebt gebracht. In het proces dat daarna volgde hebben 
we veel inhoudelijke discussies gevoerd. Jij was steeds degene die de dagelijkse 
huisartsenpraktijk binnen haalde. Daarnaast hield je regelmatig vast aan je wetenschappelijke 
intuïtie, waardoor het onderzoek de kwaliteit heeft gekregen die het nodig had. 
Evelyn en Sanneke, ook aan jullie heel veel dank. Dat je me bij tEACH geïntroduceerd hebt, 
Evelyn, heeft niet alleen veel en nuttige contacten opgeleverd, maar ook een artikel. Ik heb altijd 
met veel plezier met je samengewerkt. Was het niet zo geweest dat wij vanuit Porto samen terug 
vlogen naar Nederland, dan was de eerste studie er misschien ook niet geweest. Hopelijk zullen 
we de komende jaren nog regelmatig samen trainingen geven of onderzoek doen. Wie weet. Ook 
voor jou, Sanneke, dank je voor je adviezen en suggesties. Je hebt inmiddels al afscheid genomen 
van de afdeling, maar ik vind het fijn je te hebben leren kennen. 
Boukje, jouw precisie en ‘onbegrip’ op de goede momenten dwongen mij om te verhelderen wat 
ik bedoelde of waar ik mee bezig was. Jouw bijdrage is belangrijk geweest voor mijn onderzoek: 
niet alleen het werk dat je deed in het beoordelen van consulten, maar zeker ook jouw reflecties 
daarover die je met me deelde. Veel dank daarvoor. Ook veel dank aan jou, Vera, voor het 
enthousiasme en je inzet bij het afnemen van de interviews aan de beoordelaars. Speciale dank 
ook aan jou, Patrick. Je hebt me geweldig geholpen met de laatste studie: codeboek  maken, 
interviews coderen, analyse maken en het artikel schrijven. Je nuchterheid en scherpte hebben 
het werk licht gemaakt. 
Dan is er nog de begeleidingscommissie die al bestond op het moment dat ik met het onderzoek 
begon. Ben Bottema, Paul Ram en Robert Hulsman, samen met Evelyn vormden jullie de 
begeleidingsgroep. Het was een klein huzarenstukje om jullie op een bepaald tijdstip en plaats 
samen bij elkaar te krijgen – en het is dan ook maar één keer gelukt. Het had meer te maken met 
een dreigende overkill aan advies en begeleiding dan met de kwaliteit van jullie inbrengen dat ik 
jullie halverwege het project voorstelde om deze groep op te heffen. Ik wil jullie heel erg danken 
voor jullie flexibiliteit, jullie royale steun en de input dat ik van jullie heb gekregen. 
Ik blijf nog even in Nijmegen: mijn collega’s van de onderzoeksgroep van het onderwijs: Els, 
Greetje, Fred, Thea, Esther, Marjolein. We hebben veel leuke momenten met elkaar meegemaakt 
en konden altijd bij elkaar terecht. Het is een duiventil in de onderzoeksgroep, met veel in- en 
weer uitvliegende promovendi, maar het voelde als een goede uitvalsbasis. Heel veel dank voor 
de feedback die ik van jullie kreeg. Het heeft mij steeds geholpen om mijn gedachten te scherpen 
en mijn presentaties te verbeteren. 
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Mijn dank gaat ook naar alle andere collega’s van ELG: Els, Thea, Hiske, Tim, Lieke, Peter en alle 
mensen die ik niet noem hier: ik vond het geweldig leuk om met jullie koffie te drinken en te 
sparren over van alles en nog wat. En mijn dank gaat ook naar de plek waar de deur (bijna) altijd 
open staat: het secretariaat: Tilly, Twanny, Dragana, Mariëtte. Heel veel dank voor jullie werk en 
steun. 
Dan naar Leiden, mijn thuisbasis. In het bijzonder wil ik Marinella heel erg bedanken, omdat je 
steeds ruimhartig hebt meegewerkt aan mijn wens om onderzoek te gaan doen en gaande de rit 
steeds vertrouwen hebt uitgestraald en enthousiast was over mijn presentaties. 
Mijn dank gaat ook uit naar mijn collega’s in Leiden, die zonder uitzondering steeds heel erg met 
me meeleefden en veel ups en downs in dit proces hebben meegemaakt. En me gesteund 
hebben, ze bleven in me geloven. Ik ben er heel dankbaar voor. Eén collega wil ik hier speciaal 
bedanken en dat is Petra, mijn “medepromovendus”. Hoe ouder, hoe gekker. Waarom doen wij 
dit? Omdat je verder wilt, hoger, je wilt je ontwikkelen. Stilstaan is achteruitgaan. We vinden 
elkaar in die eeuwige onrust en nieuwsgierigheid: wat is er aan de andere kant, wat is er na de 
horizon? Het houdt ons aan de gang. Ook jij gaat op het punt komen waar ik nu ben. Hou vol! 
Pim, Wouter, Barend en alle andere onderzoekers van PHEG: veel dank voor de gelegenheid die 
ik kreeg om ook bij jullie mijn onderzoeksresultaten te presenteren. Ik was ook steeds blij van 
jullie feedback en kritische vragen te krijgen die mij verder hielpen. Het maakt me ook blij om 
jou, Pim, nu in de nieuwe rol als referent en opponent te weten. 
Ik ga nog even door, want in mijn onderzoek heb ik ook mogen samenwerken met Judy van Es, 
Margreet Wieringa van het AMC. Heel veel dank voor jullie vertrouwen dat ik de gegevens uit 
jullie onderzoek mocht gebruiken.  
Zo’n onderzoek kan ook niet plaatsvinden zonder de bereidwillige medewerking van mensen die 
het onderzoek aan zich willen laten uitvoeren. Dank aan alle huisartsen en aios voor het maken 
van opnames van hun consulten, dank aan de patiënten die hier belangeloos aan meewerkten, 
dank aan alle coassistenten die de vragenlijsten hebben ingevuld, en dank aan alle beoordelaars 
uit Nijmegen en Leiden die aan het onderzoek hebben meegewerkt. Mijn heel speciale dank gaat 
uit naar Jan Stuijfzand, die als beoordelaar van het eerste uur aan het onderzoek heeft 
meegewerkt, terwijl hij al heel ziek was, en met wie ik meerdere inspirerende gesprekken 
erover gevoerd heb. Helaas kan hij deze afsluiting niet meer meemaken. 
De afgelopen vier jaar heb ik me in de gelukkige omstandigheid bevonden om samen met 
Angelique Timmermans, Chris Rietmeijer, Patrick Dielissen, Mirjam Nijveldt, Blanca Smit en 
Kees van der Post te mogen werken in het project ‘Ontwikkeling onderwijscurriculum voor arts-
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patiëntcommunicatie in de huisartsopleidingen in Nederland’. Een hele mond vol. En ook heel 
veel werk. Mede door de samenwerking met jullie en de visie die we met elkaar ontwikkelden, 
heeft mijn onderzoek heel snel de weg naar de praktijk van het communicatieonderwijs in de 
huisartsopleidingen gevonden. Ik heb er steeds erg van genoten om met jullie samen te werken, 
en dat doe ik nog steeds. Veel dank hiervoor. 
Mijn grote dank gaat ook uit naar Ellen en Tom. Ellen verhuisde naar de UK en daar heb ik direct 
misbruik van gemaakt: dank je voor je correcties van het Engels. Je hebt de grens verlegd voor 
hoe ‘native’ je kunt zijn als je ergens anders vandaan komt. En dat je Tom gevonden hebt. Thanks 
to you too, Tom, for finding Ellen and for confirming that she is a lady worthwhile having 
around. And of course for your help in seeing that my English meets native speaking standards. 
Margôt, jij was heel belangrijk in de beginfase van mijn onderzoek. Met je methodologische 
kennis van zaken heb je me erg geholpen. Ik vond het erg leuk en vooral spannend om op jouw 
proefpromotie uitgenodigd te worden en daar een lastige vraag te moeten stellen. Die niet zo 
lastig bleek te zijn natuurlijk. Veel dank voor je steun en adviezen. 
Ook wil ik al mijn vrienden bedanken voor jullie steun en vertrouwen. In het bijzonder de 
commune natuurlijk, vooral omdat jullie je met zijn allen direct aanmeldden als vrijwilliger om 
paranimf te zijn zodra ik aankondigde dat ik met een promotieonderzoek ging beginnen. Dan 
was dat maar duidelijk. Harry en Bernadette, heel, heel erg veel dank dat jullie deze klus op je 
hebt willen nemen. Ik geniet elke dag van onze vriendschap. 
En tenslotte natuurlijk mijn Anne Marie, Camiel en Maxime. De allerbelangrijkste mensen 
bewaar ik voor het laatst. Maxime, dank je voor je snelle werk met de interviews. Camiel, dank je 
voor je hulp met de omslag. En Anne Marie, ja, de waarde van jouw bijdrage aan dit proefschrift 
is eigenlijk onschatbaar. Je hebt altijd in mijn aspiraties geloofd en me oneindig gesteund. En niet 
alleen heb je liefdevol en geduldig steeds alle verhalen aangehoord en me alle ruimte gegeven 
om dit te doen, maar we hebben ook veel nuttige gesprekken gevoerd over wat goed is om over 
communicatie te onderzoeken, wat belangrijk is in een hulpverleningsrelatie en noem maar op. 
We halen het beste in elkaar naar boven, denk ik vaak. Wat heb ik toch een geluk met jou als 
gesprekspartner. En levenspartner. En alles eigenlijk. Het is een beetje cliché, maar het is echt 
zo: woorden schieten tekort voor wat ik voel. Wat hou ik veel van jullie. Dat we nog héél lang bij 
elkaar mogen zijn en van elkaar genieten. 
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